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R. MULLER 



INTRODUCTION 

100 Years Later - Alcohol Policies Revisited 



Alcohol has been central to social, religious and personal use throughout history. 
Alcohol drinking goes back almost as far as the human race does. A hundred years, 
therefore, may be seen as only a flash. The past century, however, has witnessed a 
fundamental change in dealing with alcohol problems. Hence, to give an overview 
of a hundred years of alcohol policies is a rather ambitious task and the contributions 
to this book shed only some light on the ways in which alcohol policy issues have 
changed in this period. 

Alcohol control peaked in the politics of prohibition in many countries in the 
first half of the 20th century, and has decreased in the last 50 years in Europe and 
North America. Alcohol control measures directed at alcohol availability and supply 
have lost ground, mainly, it is thought, because of the orientation towards a free 
market and the growth of consumerism. Many control measures concerned with 
production, import, export and wholesale monopolies ended in new, liberal 
regulations on licensing of retail sale outlets and were finally abolished. Every 
applicant fulfilling some basic requirements could obtain a licence. Consumers are 
no longer willing to be guided by governments. Restrictions of the days and hours of 
retail sale of alcoholic beverages were increasingly criticized, therefore, and have 
been abolished. The legal-age limits for buying alcoholic beverages have, however, 
been retained and even been made stricter in recent years. At the same time, alcohol 
policy has shifted gradually from control of supply to reduction of demand. 
Numerous alcohol-education programmes were developed and implemented in 
many parts of the world. It has to be admitted, however, that prevention and 
education programmes have proven less than effective. One lesson of alcohol policy 
over the last 50 years appears clear, therefore: the more restrictive countries still 
show lower alcohol consumption and lower rates of alcohol problems than the less 
restrictive. 

Through the lens of economic theory, the effectiveness of any control system 
depends upon the extent to which the control system is empowered to interrupt the 
mutual stimulation of supply and demand. With the liberalization of the markets 
during the last 30 years this power has decreased remarkably. An exception to the 
liberal trend is the harsher alcohol-control measures directed nowadays at drunken 
driving. Many countries have adopted lower limits of blood alcohol concentration 
(BAC), reflecting growing concern about traffic accidents but also the development 
of technical devices that can measure BAC quickly and reliably. 
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As the years have passed, with the alcohol industry steadily whittling away the 
powers initially legislated for the licensing agencies, the public has gradually come 
to the view that alcohol control measures are mere revenue-collecting devices, 
devoid of any public health objective. The practice of directing alcohol-tax revenues 
to a general fund has the disadvantage of creating a conflict of interest between 
revenue generation and the public-health purpose of alcohol control. The alcohol 
industry exploits this conflict of interest by mobilizing friendly constituencies to 
weaken the legislative shackles in order to allow more sales and increase 
government revenue, and ultimately to maximize its own profits. 

The most striking points of concern about alcohol policy today are that the 
production of alcoholic beverages and the trade are increasingly in the hands of 
multinational corporations that operate worldwide, and that beer, wine and spirits 
are considered as common goods, irrespective of their intoxicating and addictive 
properties. Marketing strategies on a global level will help to embed the industrial 
beverage products in the daily life of the global population. An alcohol industry thus 
creates new markets in developing countries. At the same time “beverage designers” 
create new products, such as Alcopops, for special target groups (youth, women). 
For every lifestyle the appropriate drink is produced and promoted on the market. 
The prevention of alcohol-related problems has to be on the top of these global 
developments. The change and the meaning of drinking patterns have to be 
understood in order to prevent negative consequences of alcohol consumption. 
Obviously, innovative approaches are most needed in that direction. 

A new harm-reduction approach - inspired by the prevention of illicit-drug use - 
has recently been adapted to alcohol problems. The basic idea is to minimize 
alcohol-related problems without reducing the individual or collective amount of 
drinking. Thus the “world of problematic drinking and drunkenness" would be safer. 
Night-bus systems or pick-up services for drunk drivers, and unbreakable glasses 
and conflict management for bar brawls, are examples of this harm-reduction 
approach to alcohol problems. In a globalized world of alcohol marketing with 
minimal state intervention, this form of alcohol prevention without reduction in 
general consumption is an additional option. 

Increasingly, the beverage-alcohol industry aims to create an image of a socially 
concerned and responsible business and engages in efforts to reduce alcohol-related 
problems. For the producers and distributors, education is the key to tackling alcohol 
abuse; the message is the demand for “responsible drinking”, especially at young 
ages. The industry, therefore, implements and funds programmes, including 
educational programmes at school, to support young people in their understanding of 
responsible lifestyles. In the search for legitimacy the industry seeks partnership 
with governmental and non-governmental organizations. 

The ethical base of such cooperation is controversial and conflicts of interest are 
inevitable. The partners do not start from a common base. The industry claims that 
alcohol does not have the characteristics of a drug and that the benefits of drinking 
outweigh its negative effects. Since it is known that the prevalence of alcohol- 
related problems is related not only to average per capita consumption, but also to 
problematic drinking patterns, policy-makers are persuaded to shift their focus to the 
elimination of negative patterns of drinking and to the promotion of beneficial 




Introduction 



3 



patterns. A partnership between the drinks industry and governmental and non- 
governmental organizations can compromise the independence of public health; this 
risks damaging the public good and impairing the trust of civil society in its public 
institutions. Non-governmental organizations may find it appealing to cooperate 
with the beverage-alcohol industry, but the industry has invested enormously in the 
promotion of new alcoholic drinks for youth; hence all cooperation remains 
questionable and should be carefully assessed. 

In our fun-oriented consumer society the trend toward the consumption of all 
kinds of drugs will prevail and alcohol will continue to be the drug of choice of a 
large part of the population worldwide. Janus, the god of two faces, will point his 
noses in two directions. Humans can derive enjoyment and benefits from the 
responsible use of alcohol but many suffer the negative consequences of drinking. 
Prevention in the form of individual or collective intervention is needed to minimize 
alcohol-related harm. A hundred years from now our activities will be judged as to 
whether we have advanced one step further in living with alcohol without producing 
harm. 




S. AHLSTROM, T. KARLSSON & E. OSTERBERG 



ALCOHOL POLICY ON THE AGENDA OE THE 
EUROPEAN UNION 

Key words: alcohol, alcohol policy, prevention, European Union, Europe 



Abstract. Preventive alcohol policy has gained in importance in many European Union member states as 
well as at the European Union level especially during the last decade. However, the European Union is 
still basically an economic union and its mandate to affect alcohol consumption, drinking habits, or 
alcohol-related problems is very restricted. Still today the European Union cannot harmonise any public 
health laws or regulations of its member states. Therefore, for instance, there are no directives affecting or 
guiding preventive alcohol control measures in the member states. Still, one may find some European 
Union-induced activity in member states concerning the control of alcohol advertising, drunk driving and 
drinking by adolescents in particular. There are also desires at the European Union-level to develop a 
comprehensive community strategy aimed at reducing alcohol-related harm. 



1. EUROPEAN UNION'S INTEREST WITH REGARD TO ALCOHOL 

The European Union (EU) is founded on the European Communities (EC) 
supplemented by new forms of co-operation agreed by the member states in 
Maastricht in 1993, and amended in the Amsterdam Treaty in 1999 and in the Treaty 
of Nice ratified in 2003. Presently the EU consists of three pillars. The first pillar is 
the EC level co-operation laid down in the Community law and in the treaties 
establishing the European Coal and Steel Community, the European Economic 
Community (EEC) and the European Atomic Energy Community. The second pillar 
consists of a common foreign and security policy governed by the provisions of title 
V in the Treaty on European Union. It differs from the traditional Community co- 
operation by its inter-governmental nature and the decision-making procedures. The 
third pillar consists of police and judicial co-operation in criminal matters 
(Osterberg & Karlsson, 2002a). 

According to Klaus Makela and Matti Viikari (1977), the state has four different 
basic interests and tasks with regard to alcoholic beverages. They are the fiscal 
interest, the economic development interest, the interest in maintaining public order 
and safety, and the interest in maintaining reproduction and health of the population 
(Makela & Viikari, 1977). These tasks and interests concerning alcoholic beverages 
are often split between different departments and levels of government. Neither the 
EU nor the EC is a state or a federal state. Therefore, at the Community level, the 
interests with regard to alcoholic beverages are not the same as those in the 
individual member states. 

The EC has always been an economic community. This was clearly stated in the 
Treaty of Rome, and it is also clearly stated in the second article of the Treaty 
establishing the European Community, according to which "The Community shall 
have as its task, by establishing a common market and an economic and monetary 
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union and by implementing common policies or activities referred to in Articles 3 
and 4, to promote throughout the Community a harmonious, balanced and 
sustainable development of economic activities, a high level of employment and of 
social protection, equality between men and women, sustainable and non- 
inflationary growth, a high degree of competitiveness and convergence of economic 
performance, a high level of protection and improvement of the quality of the 
environment, the raising of the standard of living and quality of life, and economic 
and social cohesion and solidarity among Member States" (Consolidated version of 
the Treaty establishing the European Community, article 2). 

As the EU is first and foremost an economic union, also the primary role of 
alcoholic beverages in the Community is an economic one. Consequently, the EU 
has an economic development interest with regard to alcoholic beverages. In 
practice, this has concerned alcohol especially as an agricultural product in the EU's 
common agricultural policy (CAP). It has also concerned the production and trade of 
alcoholic beverages when the EU in general or in specific cases has removed 
different kinds of barriers to the trade. The Community has not directly collected 
any taxes on alcoholic beverages and, therefore, the EU does not have any special 
direct fiscal interests with regard to alcoholic beverages. However, special taxation 
of alcoholic beverages has interested the EU as part of the attempts to harmonise 
value added taxes and all excise duties in the Community area for the sake of the 
undisturbed functioning of the common market (Osterberg & Karlsson, 2002a). 

2. ALCOHOL IN THE EU 

Former as well as current alcohol policies at the EU level can be said to have 
dealt with four different questions. The most important one has dealt with wine as an 
agricultural product. The second question has concerned different kinds of barriers 
to the trade in alcoholic beverages. Alcoholic beverages have also received special 
attention in attempts to harmonise excise duties and value added taxes in the 
Community area. Along its development, the Community has also become more 
interested in alcohol in the contexts of social policy and public health (Osterberg & 
Karlsson, 2002a). 

As an integrated part of the CAP the common wine policy of the EU has 
certainly affected the member states and their citizens in many ways. It is mostly felt 
in the everyday life of wine farmers, in their possibilities to earn their living and to 
continue earning their living by growing grapes and making wine. It is also reflected 
in the volume of wine production and in the acreage under viticulture as well as in 
the price and quality of the wines produced, which again is felt in the everyday life 
of many EU citizens as consumers. It is important to bear in mind that in many 
countries a good number of the population regards alcoholic beverages mostly as 
ordinary consumer goods or as their source of livelihood. All this, of course, affects 
their attitudes towards preventive alcohol policy (Osterberg & Karlsson, 2002a, 47- 
49). 

The building up of an integrated common European market has meant that the 
EU has in many ways acted for lifting up different kinds of barriers to trade. As a 
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consequence, it is nowadays a must to treat domestic products and products coming 
from another EU member state alike. This has not been the case earlier. For 
instance, it was a common practice in many, if not in all, EU member states to 
favour domestic beverages at the expense of imported products especially in 
taxation policy. As the cases in the Court of Justice of the European Communities 
have shown, this is no longer possible. Furthermore, other court cases had led to the 
general practice that a beverage lawfully marketed in some EU Member State could 
be lawfully marketed also in the other EU member states (Osterberg & Karlsson, 
2002a, 50-56). 

The interpretation of article 31 (ex article 37) of the EC Treaty dealing with the 
adjustment of commercial state monopolies in order to abandon all discrimination 
with regard to production and marketing has affected alcohol control policy 
especially in the Nordic countries. In practice, this has meant that Finland and 
Sweden were forced to give up their state monopolies on the production, import, 
export and wholesale of alcoholic beverages on January 1, 1995. On the other hand, 
the so called Franzen case dealing with the Swedish off-premise alcohol retail 
monopolies has led to the conclusion that these kinds of arrangements are not in 
conflict with the Community law (Holder et al., 1998; Ugland, 2002). 

The harmonisation of alcohol excise duties has been an important element in the 
overall strategy to harmonise indirect taxation in creating the common European 
market. Thus far, the EU has been successful only in harmonising tax structures. 
This has had its effects in many countries with regard to the level of excise duties of 
different alcohol labels inside a certain beverage category. The very low EC 
minimum excise duty rates for alcoholic beverages have also forced some member 
states to increase their excise duty level of alcoholic beverages. In broad terms, 
however, the low minimum rates for all alcoholic beverage categories and the target 
rate only for distilled spirits mean that the EU member states have been, in practice, 
almost free to set their own excise duty rates for all alcoholic beverages or at least 
for beer, wine and intermediate products. On the other hand, the single European 
market with free flow of goods combined with small possibilities to restrict cross- 
border trade has affected and will affect the level of alcohol excise duties in many 
member states (Osterberg & Karlsson, 2002a, 58-61). 

At the time the Community was created, the member states did not give the 
Community any direct role with regard to controlling alcohol's effects on social 
order or public health. In the preamble of the Treaty of Rome, the founders of the 
EEC only mentioned, in addition to the need to guarantee economic development, 
the need to guarantee social development. Neither was a direct mandate for public 
health included in the Single European Act of 1986, although it did stress that the 
Commission should seek a high level of protection of health and safety, 
environmental issues and consumer protection in relation to the founding of the 
common European market. 

The adoption of the Maastricht Treaty in 1993 gave the EU some competence to 
act in the area of public health through Article 129. This competence was, however, 
limited to promoting health and encouraging inter-state co-operation as the 
Maastricht Treaty explicitly excluded the harmonisation of national laws or 
regulations regarding public health. Community activity on the public health area 
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was to be directed at preventing illnesses, including drug addiction, through 
research, health information, and education. 

The Amsterdam Treaty of May 1, 1999, expanded the scope of EU activities for 
improving public health. Article 152 (previous article 129) of the EC Treaty is 
viewed as the first legislative instrument to be given to public health policy makers 
since it provides a basis for introducing a public health impact assessment of policy 
proposed for other areas in the EU. As article 152 states: "A high level of human 
protection shall be ensured in the definition and implementation of all Community 
policies and activities. Community action, which shall complement national policies, 
shall be directed towards improving public health, preventing human illness and 
diseases, and obviating sources of danger to human health. Such action shall cover 
the fight against the major health scourges, hy promoting research into their causes, 
their transmission and their prevention, as well as health information and education." 
(Consolidated version of the Treaty establishing the European Community, article 
152). On the other hand, the Amsterdam Treaty still excludes any harmonisation of 
public health laws and regulations of the EU member states by stating that 
"Community action in the field of public health shall fully respect the 
responsibilities of the Member States for the organisation and delivery of health 
services and medical care". (Consolidated version of the Treaty establishing the 
European Community, article 152). In a strict sense, public health activities at the 
Community level still lack a real legal base. 

3. ON THE WAY TO COMMUNITY ALCOHOL POLICY 

Even today the EU has no practice of any coherent preventive alcohol policy. 
Given that a public health mandate was not explicit until 1993, it is not surprising 
that one does not find a trace of preventive alcohol policy development before the 
1990s. One can, however, locate other frames of reference to the harmful effects of 
alcohol consumption even earlier (Sutton & Nylander, 1999). 

Before the 1980s, alcoholic beverages were regarded at the EU level as normal 
commodities without any considerations of their public health consequences, and 
alcohol was mostly discussed from the perspective of the common agricultural 
policy or as a tax harmonisation issue (Sulkunen, 1981; Tigerstedt, 1990; Osterberg, 
1993; van Iwaarden, 1994). The first time alcohol was treated as a potential target of 
regulation motivated by public health aims was in 1981 in a Council resolution that 
adopted the second programme of the EEC for consumer protection and information 
(Sutton & Nylander, 1999, 78). 

Alcohol abuse was referred to in its own right for the first time in a Council 
resolution in 1986, which stated that the increase in alcohol abuse is causing serious 
concern for public health and social welfare (Official Journal C 184/02, 29.05.1986). 
On the other hand, this resolution also highlighted the economic importance of 
alcoholic beverages and concluded that a joint initiative is advisable in the field of 
prevention of alcohol abuse. 

Beyond the Council resolution, in the 1980s, attempts were made to establish a 
unified blood alcohol concentration (BAC) limit for drunk driving under the 
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auspices of traffic safety policy. The resolution and call for action sought a common 
BAC limit, and a Commission proposal for a Council directive was presented in 
1988, but it was stalemated in the Council (Sutton & Nylander, 1999, 79). 

Alcohol-related problems were also dealt with within the context of the Europe 
against Cancer programme initiated in 1987. In a ten-point code, it was noted that 
certain cancers might be avoided by moderating one’s alcohol consumption. Even if 
the role of alcohol in the cancer programme was not given a high priority, it is 
important to note that in this programme alcohol was for the first time discussed 
squarely within a public health framework (Sutton & Nylander, 1999, 79). 

One indicator of public health expansion during the late 1980s was the 
establishment of a public health unit within the Commission. However, its work in 
the area of public health could not be justified for its own sake, but strictly in terms 
of economic considerations related to the single European market (Sutton & 
Nylander, 1999). 

In addition to political actions, the trend towards a greater recognition of alcohol- 
related problems after the Maastricht Treaty in 1993 included increased attention to 
producing information about alcohol and alcohol-related problems. The programme 
for community action on health promotion, information, education and training for 
the 1996-2000 period included the promotion of the examination, assessment and 
exchange of experience and the support for actions concerning measures to prevent 
alcohol abuse and related social and health problems. In 1996, the Commission also 
established a working group on alcohol as a forum for sharing experiences on 
alcohol-related problems and preventive alcohol policy (Sutton & Nylander, 1999, 
79). 

Until the late 1990s, public health policy was addressed within Directorate- 
General (DG) V of the Commission, dealing with employment, industrial relations 
and social affairs. The public health unit of the EU was located here, and this unit. 
Public Health and Safety at Work, was a sub-directorate containing five units. 
Alcohol was largely handled within the unit of health promotion, health monitoring 
and injury prevention. In 1999, in the newly created DG Health and Consumer 
Protection (SANCO), alcohol is mostly handled in Unit G 3 Health promotion, 
health monitoring and injury prevention. 

EU policies are not simply the outcome of bargaining between member states. 
The EU institutions themselves play an important part in shaping the type and 
content of policy. The nature of policy intervention of the EU is determined in part 
through the legal basis for action as well as earlier precedents in the same area. 
Health and public health interventions fall almost exclusively under inter-state co- 
operation. It can further be observed that SANCO, and DG V before it, has been 
engaged almost exclusively in the production of recommendations, and its opinions 
set goals in relation to issues but they are not binding in any way. Although the legal 
basis for making public health policy set out in the treaties is largely restricted to 
encouraging trans-state co-operation, the Commission's public health sector has 
identified alternative venues for political action. Caroline Sutton and Sven Nylander 
(1999) identified four venues that are common within the public health sector when 
constructing of European phenomena, namely supporting the accumulation of 




10 



S. AHLSTROM, T. KARLSSON & E. OSTERBERG 



European knowledge, the support to developing interest groups, the building of 
public opinion, and the construction of practical competence. 

4. ALCOHOL POLICY AS A PART OP THE EU'S PUBLIC HEALTH POLICY 

The first case of alcohol policy being processed as public health policy in the EU 
was the case of so-called 'alcopops', or designer drinks, as they are also called. In the 
summer of 1995 these types of beverages hit the market in the UK, and shortly 
thereafter found their way into other European markets. The fact that these very 
sweet drinks with curious names and fancy labels seemed to be aimed at a very 
youthful market resulted in demands for action at the European level by interest 
organisations and the European Parliament, and the alcopops issue was also raised 
within the Council (Sutton & Nylander, 1999). 

A declaration by the European Parliament called upon the Commission to 
introduce European-wide guidelines for the promotion, marketing and retailing of 
alcopops and designer drinks, to enforce regulatory control of the promotion, 
marketing and retailing of these products, and to examine ways of taxing such drinks 
at the same rate as distilled spirits. 

During the process, the subject of discussion shifted away from alcopops 
towards alcohol consumption by youth and children, and later on even the concepts 
of alcopops and designer drinks disappeared from the draft of the Council 
recommendation. The final Council recommendation, accepted on June 5, 2001, 
dealt with the drinking of alcohol by young people, in particular children and 
adolescents, and encouraged member states to foster a multi-sectoral approach to 
educate young people about alcohol and to increase young people's involvement in 
health-related policies and actions (Council Recommendation 2001/458/EC). It was 
also recommended that should action be taken against the illegal sale of alcohol to 
minors and that proof of age should be required. It furthermore included codes of 
conduct for the alcohol industry and trade with the recommendation not to target 
alcoholic beverages in marketing, advertising and sponsoring specifically on 
children and adolescents. 

On the same day the above mentioned Council recommendation was accepted, 
the Council also made a Conclusion on a Community Strategy to reduce alcohol- 
related harm (Council Conclusion 2001/C 175/01). In this conclusion the Council 
"underlines the desirability of developing a comprehensive Community strategy 
aimed at reducing alcohol-related harm comprising, in particular, the following 
elements: 

- Eurther development of comparative and comprehensive information together 
with relevant high-quality research, and an effective monitoring system of 
alcohol consumption, alcohol-related harm, and policy measures and their 
effects in the European Community. 

- A co-ordinated range of Community activities in all relevant policy areas; a 
high level of health protection shall be ensured in the definition and 
implementation of Community activities, in fields such as research, consumer 
protection, transport, advertising, marketing, sponsoring, excise duties and 
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Other internal market issues, while fully respecting Member States' 
competencies. 

- Strengthened co-operation and exchange of knowledge between Member States. 

- International co-operation, in particular with and within the World Health 
Organization" (Council Conclusion 200 1/C 175/01). 

In 2002 the European Parliament and the Council adopted a programme of 
community action in the field of public health for the years 2003-2008. The 
programme shall complement national policies and aim to protect human health and 
improve public health. The general objectives of the programme are 

- to improve information and knowledge for the development of public health, 

- to enhance the capability of responding rapidly and in a coordinated fashion to 
health treats, and 

- to promote health and prevent disease through addressing health determinant 
across all policies and activities. 

For information and guidance, the following areas of work have been identified 
as priority areas for 2003: cross-cutting themes, health information, health treats and 
health determinants. Under health determinants alcohol, alongside with tobacco and 
drugs has been mentioned. With regard to alcohol the work plan for 2003 will 
establish a network of expert organisations to support the implementation of the 
Council Recommendation on the drinking of alcohol by young people and to 
contribute to further development of a Community strategy to reduce alcohol-related 
harm. Also a conference on alcohol, health and society is to be held in 2005. 

5. EUROPEAN MONITORING CENTRE FOR DRUGS AND DRUG 

ADDICTION 

The Lisbon-based European Monitoring Centre for Drugs and Drug Addiction 
(EMCDDA), one of 12 decentralised European Community agencies, was set up in 
1993 in response to the escalating drug problem in Europe and to demands for an 
accurate picture of the phenomenon throughout the European Union. The Centre 
became fully operational in 1995. 

The EMCDDA is responsible for collecting information on the drug situation in 
all the EU member states so as to support decision-making in the drug field. The 
EMCDDA is organised as a network among all member states, and it also has the 
status of an agency within the EU. Its action must therefore be based on the working 
principles of the EU. A main objective of the Centre is to produce objective, reliable 
and comparable data about the drug situation and to analyse the responses to this 
situation in different countries. This comparability will contribute to the construction 
of a common understanding of the European drug problem. The agency also plays a 
key role in implementing the EU joint action on new synthetic drugs as well as 
monitoring national and Community strategies and policies and their impact on the 
drug situation. 

Under the terms of the enhanced pre-accession strategy preparing for adhesion to 
the EU, the European Council decided to allow the candidate countries to participate 
in selected Community programmes and European agencies. Priority was given to 
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the EMCDDA and the Copenhagen-based European Environment Agency. To this 
end, a modification to the founding regulation of the EMCDDA, allowing the Centre 
to provide technical assistance to the candidate countries and to the countries 
eligible for the Phare programme, was adopted by the Council of the European 
Union and approved by the European Parliament in 2000. 

Alcohol was not included in the EMCDDA's founding regulation. In some 
European countries, alcohol and drug strategies are separate, in others, they form an 
integrated strategy. The EU enlargement calls for reviewing the founding regulation. 
In this context, it is possible that the scope of the Centre's activities will be discussed 
as well. 



6. SUMMARY AND DISCUSSION 

Preventive alcohol policy has gained in importance at the EU level especially 
during the last decade. However, the EU is still basically an economic union and its 
mandate to affect alcohol consumption, alcohol abuse, drinking habits, or alcohol- 
related problems is very restricted. There are, for instance, no directives affecting or 
guiding preventive alcohol control measures in the member states. Still, one may 
find some EU-induced activity in member states concerning the control of alcohol 
advertising, drunk driving and drinking by adolescents in particular. 

Alcohol policies are nowadays more similar in the EU member states than they used to 
be in the early 1950s. This overall converging trend consists of two kinds of developments. 
On the one hand, measures affecting alcohol availability are nowadays applied to a much 
lesser extent than fifty years ago. In other words, countries which in the 1950s practised 
strict alcohol control policies targeted on alcohol availabihty and supply have dismantled 
them, while countries that have begun to be interested in alcohol policies have not focused 
on controlling the availability of alcohol. On the other hand, alcohol control measures 
targeting on certain alcohol-related problems or aiming to affect the demand for alcoholic 
beverages have become more common in all EU member states (Osterberg & Karlsson, 
2002b). It could be argued that EU member states have at the same time abolished alcohol 
control measures affecting alcohol availabihty and known to be effective, and introduced 
control measures aiming to affect alcohol demand even if they are known to be much less 
effective, at least in the short run. 

The basic explanation for the decreasing control of alcohol availability is that 
guaranteeing free movement of capital, goods, services and labour has been the leading 
principle in organising the world economy in recent decades. Therefore, many alcohol 
control measures affecting alcohol supply have been seen as obstacles to free trade in 
alcoholic beverages, and they have been abolished. It is difficult to see that this trend would 
be discontinued or turned even if public health and social policy considerations have gained 
increased importance in the EU during the last decade. Consequently, many of the 
remaining control measures on alcohol availability will most certainly be challenged in the 
future. In any case, it seems to be impossible that structures like the comprehensive alcohol 
monopoly system could be rebuilt in any EU member state. 
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FROM ALCOHOL, SOCIETY AND THE STATE” TO 
‘^BROKEN SPIRITS” TO. . . 



Key words: alcohol, control, epidemiology, population, total consumption, 

welfare state 



The alcohol policy doctrine that emerged during the era when modem welfare states were consolidated 
resulted from a battle between two options: the medical model and the epidemiological total consumption 
framework. This development was described and analysed in Alcohol, Society and the State. It saw the 
medical model as an alternative to and a competitor with alcohol control, meaning Aany government 
measure to the purchase, production, or trade of alcoholic beverages®. Alcohol control as an instmment 
of prevention was grounded in what I here call the population argument - a public health theory that sets 
priority on rates of problems in a population rather than their individual determination. It further argues 
that rates of problems depend on rates of exposure, i.e. availability and consumption. Even if the practical 
implications of the population argument have nowhere been fully implemented, the argumentation 
became dominant among experts. This paper discusses the reasons why the epidemiological approach is 
compatible with welfare state thinking, and why its legitimacy depends on the social philosophy that 
underlies it, rather than technical or evidence-based considerations. This connection between the 
epidemiological approach and welfare state thinking is discussed in the context the changing Nordic ideas 
and power structures in Broken Spirits. The conclusion is that the epidemiological approach is 
experiencing difficulties to the extent to which the legitimacy of the welfare state is weakened. 



1. INTRODUCTION 

We are dependent on very many things: sexual contacts, coffee or tobacco, but the 
occurrence of these states does not as such inform us about their effects. This term is 
often used so that s assumptions on dependency are made on the basis of effects, which 
means that we have no independent indicators of dependency itself. Often alcoholism is 
used to label people who are wanted under control and who are suspected of using 
alcohol unconventionally. Therefore alcoholism becomes a concept with a variable 
content and that reflects the environment=s reactions against drinking itself rather than 
its consequences. (Bmun, 1971a, p. 102, my translation) 



The title of my article refers to two collective books in which I have been one of 
the authors Alcohol, Society and the State by Klaus Makela, Robin Room, Eric 
Single, Pekka Sulkunen and Brendan Walsh (1981), and Broken Spirits. Power and 
Ideas in Nordic Alcohol Control by Pekka Sulkunen, Caroline Sutton, Christoffer 
Tigerstedt and Katariina Warpenius (2000).The first book was a sequel to Alcohol 
Control Policies in Public health Perspective by Kettil Bruun and ten other authors 
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(Bmun et al.,1975). This volume had been a systematic comparative review of 
evidence that supports the so-called total consumption theory and its implications in 
alcohol control policy. The theory is also known as availahility theory or the single 
distribution theory. The book recommended that this theory be taken as the starting 
point for public health oriented alcohol policy. 

In the following I am going to reflect on this policy doctrine, which binds these 
three volumes together and forms the nucleus of the research they report. It is the 
idea that alcohol-related harm in society can (best) be minimised by measures that 
reduce the average quantity of alcohol consumed among the whole population. This 
idea is still today debated, challenged and defended among experts, albeit rarely 
implemented in practice and even when it is flagged as the policy theory, the 
practical significance of the measures it is used to justify are often in serious doubt. 
Yet it is probably the most consistent and also the most evidence-based policy 
theory in the public health field in the second half of the twentieth century, and 
deserves attention beyond the limited alcohol policy context. The argument I am 
making here is that the doctrine has in fact been much more than a technical policy 
theory. It incorporates a social philosophy that expounds major moral issues raised 
by late modernity and exposes key difficulties in our understandings of the role of 
the state in late modern society. When we discuss alcohol policy and attempt to 
identify its viable options in the contemporary situation, we do better in trying to 
diagnose the underlying social philosophies in each of them rather than set them 
against each other only on technical and evidence basis. 

The two books referred to in my title belong to the genre of comparative 
historical policy analysis. They bear on the social preconditions of alcohol policy in 
modern societies, and have both theoretical ambitions and practical policy 
implications. Policy discourses never come and go only because they either work or 
do not work, or because they are based on firm evidence, or because such evidence 
proves them wrong. In our contemporary expert culture such a technocratic fallacy 
is a cunning illusion: 



AOur exploration begins with alcohol consumption, production and trade. To the 
classical causal-explanation mode of thinking, this is to begin with the middle. >The 
degree of control affects the level of consumption which, in turn, affects the rate of 
problems= would be a formulation attractive to many alcohol and drug policy analysts 
and a paradigm into which much previous work would fit® (M^ela et al., 1982, p. 5). 



However, the authors found that Athere was no single direction of causality among 
the domains [control, consumption, problems], but that all were caught up in a 
complicated network of interactions that also involved more general cultural 
processes beyond the three domains.” 

Alcohol, Society and the State was an analysis of alcohol control policies as they 
actually had developed during the post-war period, from about 1950 to about 1975, 
in seven countries: California, Ontario, Ireland, Norway, Holland, Poland and 
Finland. This was the time when the modern welfare states were consolidated, and 
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alcohol policy also became in many countries one of the professional fields of 
state-centred policy- making. The field consisted of expert systems including 
research and education, of voluntary organisations and of specialised public and 
administrative organisations. The break-through of the Atotal consumption theory® 
was taking place in many countries, competing with alternative theoretical 
approaches to alcohol addiction and its control. The authors observed that growing 
popularity of the medical model - the disease concept of addiction and increased 
responsibility of the medical institutions and professions for alcohol problems - was 
challenging not only traditional punitive and selective controls of alcoholics but also 
the availability and price regulations recommended by the total consumption 
approach. This challenge was partly a reaction to a change in the problem profile 
from social disruption to health disorders related to alcohol use. Another change was 
the increasing accuracy with which alcohol could be identified as an etiological 
factor in a growing number of diseases. However, the authors concluded that the 
medical rhetoric did not seem to imply improved medical services to alcoholics also 
in the future, given the cost-burden it incurs in state budgets. Instead, it might turn 
attention again to deviant drinking and away from the beverage as the locus of 
alcohol problems. Government interventions in the alcohol markets have in fact 
reinforced the vested interests, and they exert a constraining influence on the 
possibilities of preventing alcohol problems. (Makela et ah, 1980, pp. 104-105, 109- 
110). 

The total consumption framework was invented in France by the demographer 
Sully Ledermann in the 1950s, and it has continually been one of the dominant 
policy doctrines in French alchol policy (Sulkunen and Ugland, forthcoming). 
Research on the epidemiological foundation of the policy has been conducted in 
many countries and the policy recommended to governments in general under the 
auspices of the World Health Organization (Edwards et al., 1994). However, in the 
Nordic countries with their state alcohol monopolies the availability theory was 
established maybe more firmly as the dominant policy doctrine than elsewhere in 
the world. Even there it began to be challenged increasingly severely - and mostly 
for the very reasons that Alcohol, Society and the State warned about, albeit on a 
scale and in a context that could not be foreseen in the late 1970s. Broken Spirits 
analysed these challenges in the context where Finland, Norway and Sweden were 
integrated to the European Union and its free market policy. This integration 
coincided with mounting neo-liberal criticism of the Nordic welfare states. The 
major conclusion of the book was that adjustment to the changes in the external 
pressures was only a minor factor in the tide of more liberal alcohol policy that 
started already in the middle of the 1980s. The more profound changes stem from 
the role of the welfare state in advanced capitalist society. The differences in 
reacting to the same external impulse reflected the differences in the position of the 
welfare state in these societies, Finland being much weaker in this respect than 
Norway or Sweden. The future of the Nordic alcohol control systems seem to us 
much more dependent on general ideological factors than on the merits of the 
system itself, or on the gravity of the alcohol problem. In any case, the foundation 
on which the system today stands is fragile and hardly sustainable on the basis of 
public health concerns alone. 
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2. ALCOHOL CONTROL AND MODERNITY 



Alcohol policy is a powerful indicator of key issues in the area of lifestyle 
regulation in modern and late modern society for two reasons. First, alcohol itself 
has many meanings, use-values, functions and dysfunctions in different types of 
social contexts. As Selden Bacon (1945 and 1962) pointed out in his seminal article 
“Alcohol in Complex Society”, in modern societies the ambivalence of drinking is 
pronounced. Drinking depresses inhibitions and anxieties and thus serves as a social 
lubricant in societies which place high value on social interaction between strangers. 
On the other hand, intoxication reduces accuracy, coordination and sense of 
responsibility, and these are competences whose value and functionality are also 
pronounced in modern society. In late nineteenth and early twentieth century, 
temperance movements constructed a utopia of rational and intoxication-free 
modern society, but only a few decades later temperance itself, rather than drinking, 
became an icon of conservative traditionalism. The secular rise of alcohol 
consumption levels throughout the industrialised world that accompanied the 
economic growth and cultural change during the "glorious three decades" after the 
Second World War can reasonably be interpreted as an indication of the post- 
traditional consumer society. 

Secondly, alcohol policy operates in the precarious zone between the private, the 
public and the political in democratic and pluralistic society. Modernity means 
individualism in three ways. Economically, as wage earners we are all masters of 
our own budgets. Even highly developed welfare states with their income 
maintenance programmes and public services are not an exception to but a 
complement and the midwife of the pecuniary individualism of the individualistic 
consumer society in which we now live. Socially the civilising process of modernity 
produced the distinct sphere of privacy in which the intimate bodily functions and 
pleasures were enclosed. The regulation of body contact, hygiene and emotions 
separate individuals and place high requirements of self-control on everyone. 
Politically, modern societies consist of citizens with legally defined rights and 
duties, which are legally defined and supervised by the state. 

As Norbert Elias (1978) has shown, the civilising process of individualisation 
had been going on in European societies for two hundred years before the rise of 
nationalism and the construction of the nation states, a process in which the 
temperance movements played a not insignificant role. The short twentieth century, 
as Eric Hobsbawm (1994) calls it, from 1914 to 1989, saw a massive 
democratisation of this process. The democratisation has not happened all by itself. 
It has been the outcome of a complex process of historical action where 
contradicting, nonlinear and heterogeneous economic, social and political interests 
have partly overlapped, pointed approximately in the same direction and 
compromised in a way that has resulted in three great social ideals in which also 
lifestyle regulation has fitted: progress, universal individual citizenship and the 
nation. 

Progress means an idea of a future that can be influenced by rational planning 
and that is worth a sacrifice and work here and now. Universal individual 
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citizenship means that persons should he treated equally and according to their 
achieved merits rather than ascribed properties both economically, socially and as 
citizens. This implies that inter-generational mobility has been considered not only 
acceptable but a social virtue, and educational systems have been built to make this 
possible. Nation means that the social bond constituted by belonging to one national 
society has been stronger than the divisions caused by class, age, gender and even 
religion or ethnicity. Nation has provided a higher cause for which even extreme 
sacrifices have been made in the world war in two acts, superseding both personal 
and group identities with a force that has made the short twentieth century probably 
the most violent period in human history but also bestowed the national state with a 
moral authority to regulate lifestyles in a way and to an extent that less than one 
hundred years later already seems drastic and strange to us. 



The population argument 



This was the context in which alcohol control policy has evolved as we now 
know it, and in this context also the argument that was developed in "Alcohol 
Control Policies in Public Health Perspective" should be understood, especially in 
the Nordic countries. The sociological idea and the policy recommendations that 
were based on the argument reflected not only a technical theory, nor only an 
epidemiological regularity of the statistical distribution of alcohol consumption, and 
certainly not simply a negative attitude towards drinking itself. The argument of the 
book has sometimes been labelled as "prohibitionist", as an obsolete prolongation of 
the anti-alcohol movement of the early twentieth century into a pluralistic consumer 
society. This misrepresents the underlying social philosophy of the approach in such 
a way that makes it impossible not only to assess its practicability but also to 
identify correctly the real predicament that alcohol policy has become, and which 
indeed is one of public health generally in so far as it depends on lifestyle 
regulation. 

The total consumption approach was never developed into a coherent and 
unambiguous policy, not even in Sweden where its legitimacy has been and still is 
more uncontested than in any other country. Therefore I prefer not to use the term 
"model" about the approach but rather refer to it as the population argument or the 
total consumption framework. Also terms like single distribution theory or 
availability theory insufficiently reflect the social philosophy that connects the 
approach to the ideological reality of late modernity and its relationship to the 
modern context that I described above. The central idea of the approach is that the 
focus and target of alcohol policy, like any other policy with social goals, should be 
the population - not the individual. Therefore we should be interested in rates and 
not in individual variations, however explained, and if the distributions are fairly 
regular as they seem to be in alcohol consumption and its harmful consequences, so 
much the better. 
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Bio-politics and the life of the population 

In this way the population argument is a continuation not of the anti-alcohol 
attitude of the temperance movements but of what Michel Foucault (Foucault, 1976, 
p. 183-191; Foucault, 1991) called hio-politics to describe how the control of life of 
the population became the object of state politics in modern societies. Until the 
French revolution, the political function of controlling life was merely punitive and 
its function was to assure the loyalty of the monarch's subjects, to maintain the 
“King’s peace”. Towards the beginning of the twentieth century the focus of the 
politics on life turned from deviant or rebellious individuals to the size of the 
population, its health, hygiene, sexuality, mental fitness; and increasingly also its 
manners and ways of thinking were conceived as products of good government. The 
populations of national societies were not only the objects of national states; they 
were also the source of the states' sovereignty. The people, le peuple, das Volk, 
folket, kansa, was thought to act on itself through the institutions of parliamentary 
politics that were expected to reflect not only the people's needs but also its common 
will. 

The total consumption framework in alcohol policy represents one version of 
this discourse on the relationship between the government and the population. 
However, there is an important rupture between the concern for the population in 
the early twentieth century and the concern articulated in the population argument 
on alcohol policy in the 1970s and after. It is well known what kind of selective and 
discriminating policies developed out of the combination of the Apeople's® 
sovereignty and the scientific management of life for the purposes of "improving the 
quality of the population", as Alva and Gunnar Myrdal (1935), the founding 
theorists of the Swedish welfare state, formulated the goals of their solution to the 
"population question". Certainly, eugenics, cost-benefit calculations and general 
civilization policies were not uncontested, and there were many conflicting opinions 
on them throughout the early twentieth century. What was not in question however, 
was the idea of the norm itself. As Michel Foucault wrote, the kind of power that 
has life as its object "will need continuous, regulating and corrective mechanisms... 
It has to qualify, to measure, to appreciate, to stratify... It operates distributions 
around the norm.” (Foucault, 1976, p. 189-190) What from our contemporary 
perspective is so strange, and shocking, in the early twentieth century bio-politics, is 
precisely its normative nature in the control and sometimes repress the kind of life', 
both of life that was accorded the right to be born and also of life already existing. 

The temperance movements they were successful in implementing the norm of 
abstinence as law in many countries, either in the form of prohibition or of strictly 
regulated market for alcoholic beverages. There is an apparent contradiction 
between their state-centred control policy and their individualistic stress on self- 
control and free will. There are three interrelated ways to understand this 
contradiction. First, the idea of the sovereignty of the people, supported by the 
democratic institutions of parliamentary politics, lent itself to the service of their 
populism that was common in the era of nationalism before the First World War 
(Hobsbawm, 1992, pp. 43-65). Secondly, they based their norm on the new bio- 
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scientific views on the possibilities to manipulate also human populations 
genetically; and temperance leaders in Switzerland, Austria and Germany were 
indeed also eugenicists (Sulkunen & Warpenius, 2000). Thirdly, the temperance 
ideologists had inherited from the Enlightenment the principle of the naturally good 
desires that should not be violated by desires that are 



"...palpably fallacious and ruinous. The world has seen too much of the destructive 
effects of such indulgences to believe that they come within the scope of the wise 
Creator's plans. The true philosopher discriminates between acquired desires and 
appetites, or vitiated, perverse, and inordinate impulses, and those which are normal, 
necessary, and beneficent." (Dorchester 1883, 2) 



Intoxication is a disastrous desire because it is a deviation from the natural order 
of things, and therefore leads to the loss of free will - the most valued aspect of 
human beings as compared to animals. (Sulkunen and Warpenius 2000) 

As Norbert Elias has shown, the modern conception of the state involved the 
sovereign government's duty to civilize the population by education, by disciplinary 
technologies and, in the last resort, legal force. The will was therefore not 
completely free to make choices between desires and to construct the good life as 
each individual saw fit. It was free only in so far as it served the public good of the 
national population. 



"...from the late nineteenth to the mid twentieth centuries, a common vocabulary was 
formed that sought a general codification of these problems as issues entailing the 
whole of society. This vocabulary sought to discover the means of translating the 
particular, the personal and the private into the general, the public and the social. It 
sought to locate the law, and the juridical subject of right and responsibility, as but one 
region within the wider, concrete and more fundamental evolution of society" (Dean 
1999, 129). 

But the vocabulary, and the practices that this vocabulary justified, operated also 
in the other direction: translating the wider concerns of the public whole to solutions 
concerning the private and singular. Eugenics and selective disciplinary practices 
such as vagrancy laws or involuntary incarceration or sterilisation of the mentally 
ill, addicts and orphans, sought to combat what was seen as a threat of degeneration 
caused by the modern population law: the poor bred more children than the well- 
educated, with the result that the proportion of the poorly equipped population 
increased at the cost of the more qualified breed. The overall population growth was 
considered too slow; therefore rational family planning, selective fertility and family 
policy were key instruments in assuring progress for the nation. 

Thus the normative idea of naturally good desires was not limited to eugenics 
and the temperance ideology. It was carried over to controlling sexuality, organising 
the family, looking after and educating the children, eating and drinking, taking 
exercise, appreciating nature, maintaining social relationships and educating oneself 
in the arts and literature. Like in eugenics, cost-benefit calculations were not 
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excluded from the argumentation, but the benefit of society was only one among 
the grounds on which social policy should educate people: 



"The positive task in social policy is to make clear what practical measures a person 
should rationally desire in terms of his own values, if he had improved knowledge©. 
And: ABad habits must be straightened out. The unwise must be enlightened. The 
irresponsible must be aroused. There is plenty of room for a comprehensive, socially 
organised education of the entire nation and for propaganda action, which, if it is going 
to be of use where it is most needed, must be intensive and insistent, and must make an 
effort to utilize all channels to parents who otherwise perhaps have only cramped 
connections with the social world outside© (Kris i befolkningsfragan, cited in Hirdman 
,1997, p. 66). 



3. THE PUBLIC HEALTH PERSPECTIVE 



The population argument in alcohol policy might appear to be a direct 
consequence of the normative bio-politics of the early twentieth century. Its 
implementation leads to the infringement of the free market in the interest of making 
the population to drink, smoke or eat less or in a healthier way. It also infringes with 
the free choice of consumers to satisfy their desires, on the basis of scientific 
knowledge on what desires are worthy of satisfaction. And finally, it introduces the 
force of law to impose this rationality on everyone in the name of the public good 
that also is designated as the good of everyone. 

On closer investigation, however, the epidemiological mode of addiction is very 
distant from the idea of the norm in the modern bio-politics as analysed by Michel 
Foucault and as exemplified by the early twentieth century temperance politics. Let 
us first take a closer look at what the population argument actually is. 



The universal citizen 

Alcohol Control Policy was written in a situation where alcohol consumption 
had been increasing in almost all advanced capitalist countries since the war, and 
this growth continued until the 1980s. This rise was related to the improved 
opportunities for consumption made possible by material and technical progress. In 
cultural conceptions, new cosmopolitan ways of using alcohol, adopted from ancient 
European civilisations or from North American mass media, was a sign of 
'modernity' (Sulkunen 1983). New ways of using alcoholic beverages became a sign 
of distinction in the cultural battle for competence and style (Bourdieu 1986). 

In one sense, then, the population argument was a rational reaction to increasing 
rates of drinking-related problems. However, it entailed a sea change from the form 
of individualism that was embedded in the bio-political climate of the preceding 
decades. The epidemiological vocabulary marked a shift from the national duty to 
exercise free will to the benefit of the public good to a new kind of universalism and 
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moral neutrality. This was a change that influenced all areas of control policy, 
ranging from understandings of crime and mental health to addiction. As we show 
in The Broken Spirits, the Nordic state monopoly systems in particular had been 
based on principles of social discrimination, which intended to exclude women, 
young people and the working class from the world of drink (Bruun 1985; Jarvinen 
1991). As late as the 1970s, there were still traces of discriminatory alcohol policy 
also in many other countries. In Belgian legislation, for example, strong drinks 
could not be served in public places and they were sold in retail only in vessels of 
two litres or more. The main purpose was to prevent workers from buying spirits. 
The well-known British rules on opening hours of public houses were also 
originally aimed at disciplining the working class (Harrison 1971), and they have 
been relaxed only very recently. French working class cafes have been subjected to 
similar restrictions, but here the motivation was even more explicitly political: cafes 
and other public drinking places have been important scenes of political agitation 
since the eighteenth century (Brennan 1989), even more obviously so after the 
Commune (Barrows 1991). The dry history of Swedish restaurants has a very 
similar background (Magnusson 1985). 

For the radical generation of the 1960s the issue of equal universal citizenship 
was far more important than the romantic ideal of "emancipating the self, 
especially in the Nordic countries. The most important policy issue concerned the 
handling of alcoholics and other deviants. Involuntary treatment of alcoholics in 
institutions was specifically criticised by legal experts and social scientists. Kettil 
Bruun was influential among them in the whole Nordic context. He showed in an 
important article (Bruun,1971b) that the reason why Finland applies a “non-medical 
model” to addictions is that legislation puts the responsibility in the hands of the 
police and the social workers. In 1960 about 1000 persons were hospitalised for 
alcoholism but about six times as many were sentenced to jails or given involuntary 
treatment in farms for alcohol-related reasons (unpaid drunkenness fines, 
drunkenness arrests, violence, social irresponsibility and violations of the alcohol 
legislation). The penal measures were selectively targeted to the poor and 
marginalised population. Bruun welcomed the trend towards interpreting drinking 
problems as a disease rather than a crime for its humanitarian implications, but 
given the low priority of alcoholism treatment in the medical institutions (and the 
low rate of success) he feared that this may lead to another mechanism of labelling. 
Doctors should treat the drinkers’ diseases but leave their alcoholism alone. 

The social scientists criticism of the injustices in the handling of deprived 
alcoholics and petty criminals led to the organisation of The November Movement 
(Marraskuun hike) in 1967, with similar aims and purposes as KRUM in Sweden 
and KROM in Norway. This Nordic protest movement led in due course to both 
legislative reforms and changes in the treatment structures themselves (Hauge 1998, 
228-232; Nycander 1996, 245-272; Stenius 1999, 84-101). 

Although civilisation and the constitution of self-controlling individual 
citizenship with equality of rights and duties was an important part also in the 
radical discourse of the 1960s, its content was the opposite to the earlier regime of 
the civilising welfare state. Now the Enlightenment idea of natural desires had 
disappeared from the public policy agenda. The welfare state - and equally the 
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alcohol control policy - was said not to 'promote the good life but to prevent bad 
circumstances' (Allardt, 1998). Bad circumstances would be poverty and exclusion, 
ill health and lack of necessary social and medical services. 

In alcohol policy this implied focussing not on individuals, and not on drinking 
at all but on its consequences. In the article mentioned above Kettil Bruun objected 
strongly to definitions of alcoholism in terms of intoxication and to treatment 
approaches that focus on the underlying causes or determinants of drinking. For him 
these attitudes involved too strong a risk of selective discrimination against drinking 
by poor people. The target should only be the consequences of bad drinking, not 
intoxication. The same rationalism about consequences was characteristic of the 
whole Nordic alcohol policy liberalism in the 1960s. Even the medium beer reform 
of the 1960s - making beer available in grocery stores - was almost never justified in 
terms of the pleasures of drinking. Its declared intentions were, first, to assure equal 
access to alcohol to everyone, and secondly, to replace vodka with milder beer and 
in this way make drinking less violent and harmful. (Sulkunen et al., 2000) 



Alcohol control and the welfare state 

The population argument therefore was the first universalistic, truly modern 
response to the alcohol question in the welfare state in three respects. First, it was 
an expert-driven concept of addiction, even more than its alternatives, since only 
population-based statistical studies allow the generalisations on which it is founded. 
Secondly, it is a liberal view in the sense that it respects individual freedom 
universally, especially supporting the weak: 



"Strategies which single out individuals - whether for correction, treatment, or 
rehabilitation - tend to involve large and continuing costs of state-funded agencies and 
professional personnel. The labelling of individuals also carries social costs in that it 
tend to be applied to those with least resources to protect themselves© (Bruun et al. 
1975, p. 67) 



Thirdly, contrary to what the "prohibitionist" label attached to the population 
argument indicates, it is not and never was intended as a position on the value of 
drinking or any specific drinking pattern. As Kettil Bruun wrote in the opening 
quotation of this paper, the selective concept of alcoholism tends to turn into a 
reaction against drinking itself instead of its consequences, and this is what the 
population-based approach was intended to change. This intention was enveloped in 
a wider change in the moral relationship between society, the individual and the 
state that consisted in the break-up of the theory of naturally good desires. Its 
consequence could be called normative neutralisation, a strategy that has been 
extensively used in health policy. The new public health movement starts from the 
premise that public health work can no longer be limited to preventing specific 
diseases. Risks related to lifestyle must be included in the objectives of public health 
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work but it should not, according to this line of thinking, set norms on what is 
healthy life. It should only inform citizens about risks but the choices people make 
in taking them are individuals' own responsibility. (Lupton, 1994) The change of 
focus from specific risks to consequences is reflected in organisational changes in 
public administration. In many countries departments of health education, research 
and policy-making that earlier were organised in specialised units (tobacco, alcohol, 
cancer, traffic safety etc.) have been regrouped under one general heading of public 
health. 

In alcohol policy the population argument is in a similar way morally neutral: 
the value of drinking as such is not commented on; only consequences matter. The 
authors of Alcohol Control Policy admitted that social and anthropological aspects 
may bear on social control, but for policy purposes it is more useful to concentrate 
not on individual self-control or consumers' choices but on more "manipulable 
aspects of control", i.e. the availability and the prices of alcoholic beverages (Bruun 
et al., 1975, p.l2). Even the specific kinds of risks related to drinking were not a 
legitimate focus of public policy. For Kettil Bruun it was ethically dubious, 
politically ineffective, and economically unprofitable to define, identify, calculate 
and prevent, in every detail, the endless row of risks (Tigerstedt, 2001, p.l23). 

4. AND TO...? 



The new value of life 

The worries that characterised Alcohol, Society and the State are both 
understandable and paradoxical. They are understandable in that the neo-liberal tide 
had already begun its work to relax the regulations of alcohol markets, although the 
authors stated that protectionist interests continued to influence the production side. 
On the other hand, the fear of the medical model now appears paradoxical, because 
the advances of medical technology have been an integral part of the modern project 
and the welfare state has been an indispensable instrument in their support. Progress 
in this area has in twenty years significantly changed the problematic of treatment 
and prevention so that we now should talk about life-regulating technology rather 
than treatment and prevention separately. It has translated the state=s responsibility 
for the life of the population into a precarious question of the rights and 
responsibilities for the life of the individual. Given the enormously growing 
discrepancy between what medical technology can do and what the state, insurance 
companies or individuals can afford to have cured and cared for, how should 
responsibility be divided between individuals, professionals, the market and the 
state? This question is especially burning in the context of lifestyle risks but 
concerns the role of life-regulating technology as a whole. In a way, medical 
technology has marginalised itself by its very success: expensive treatments are of 
little use unless the patient cooperates in maintaining the improved condition. The 
same dilemma concerns the regulation of life that is not yet born. Who is 
responsible for the birth of a child known to have a high risk of serious genetically 
transmitted defects? The medical professions have been shown to be very reluctant 
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to take the charge beyond technical advice, and costs-benefit calculations are 
strongly criticized for re-introducing eugenics to public health policy (Bosk, 1995). 
It appears as if every innocent life is too valuable to allow a death sentence by 
experts and public officials on the basis of the burden it presents to others. 
Individuals and their near ones themselves must decide. 

Broken Spirits concluded that in the welfare state modernity appears to have 
achieved its ideals of progress and universal individualism to such an extent that 
even the morally neutral focus on consequences rather than intoxication, which the 
total consumption framework represents, does not seem to enjoy the confidence of 
consumers and citizens. At the same time it is quite obvious that the medical model 
is no solution; on the contrary, the advances in medical technology make health 
promotion and disease prevention even more important and in fact inseparable from 
treatment. This is the public health predicament of advanced consumer societies, 
and no obvious paths forward seem to offer themselves to avoid the uncomfortable 
and morally impossible selection of those who will be given help from those who 
will be left on their own because they fail to collaborate in promoting their own 
health and preventing the burden for others. 

In his foreword to Alcohol, Society and the State Nils Christie sympathised with 
the pessimism of the authors and asked what other alternatives might there be to 
controlling the supply of alcohol, besides the medical model and more extensive 
treatment. He took up two - one which he saw as likely but not acceptable, and 
another that he saw as unlikely but which he recommended. The first was to bring 
back law and order to alcohol control. This would renew the punitive and 
discriminating approaches that the total consumption framework had tried to replace 
with its universalism. The second was a communitarian solution, to create a 
Gemeinschaft structure, to replace the consumer society with one that is more 
conductive to self-control and mutual support. To some extent both have taken 
place, but his remarks on the population argument is as valid as it was twenty years 
ago: 

“The more realistically alcohol is seen in relation to other drugs, the better are the 
chances of state controls over this substance. We are very much aware of the problems 
involved in controlling both the pharmaceutical industry and the tobacco industry. The 
difficulties of controlling the alcohol industry are no les f 

ormidable. But, in itself, this is not an argument against renewed attempts, particularly 
since the alternative development seems so grim”. 
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T.F. BABOR AND THE ALCOHOL AND PUBLIC POLICY GROUP' 

ALCOHOL POLICY AND THE PUBLIC GOOD: AS 
SIMPLE AS ONE, TWO, THREE? 



Abstract. This chapter summarizes recent advances in alcohol policy research within the tradition of three 
integrative literature reviews sponsored by the World Health Organization since 1975. The first review 
{Alcohol Control Policies in Public Health Perspective) introduced the idea of population approaches to the 
prevention of alcohol-related problems, and suggested that alcohol control policies should focus on the 
reduction of average alcohol consumption in a society. The second book {Alcohol Policy and the Public Good) 
expanded that perspective to include a wider variety of individual and population level interventions. The third 
study {Alcohol: No Ordinary Commodity) indicates that there is now a wide range of evidence-based policy 
options that should be considered at the local, national and international levels. These options have different 
strengths, weaknesses and costs, which need to be considered in the development of the optimal mix of alcohol 
policies to fit the needs of a given community or society. The differences among countries in per capita 
consumption, patterns of drinking and alcohol-related problems suggest that alcohol policies may have to be 
tailored to fit the needs of each society. Key Words: alcohol, policy, prevention, alcohol-related problems. 



1. INTRODUCTION 

Public policy measures designed to prevent, control and manage alcohol-related 
problems have had a long history, but the scientific study of alcohol policy as a 
public health strategy has had a much more abbreviated past. The growing 
interest in the scientific study of alcohol policy is part of a maturation process 
that is illustrated by the publication of a seminal monograph entitled: Alcohol 
Control Policies in Public Health Perspective (Bruun et al., 1975). Sponsored by 
the World Health Organization (WHO), the monograph drew attention to the 
preventable nature of alcohol problems throughout the world, and to the role of 
national governments and international agencies in the formulation of rational 
and effective alcohol policies. Despite the relative obscurity of the authors. 
Alcohol Control Policies stimulated a heated international debate about the 
nature of alcohol-related problems and their prevention, not just among 
academics, but also among policymakers. The most controversial aspect of the 
book was its main argument that the average amount of alcohol consumption in a 
society has a direct relationship to the prevalence of problems experienced by 
that society. It followed that the best way to prevent alcohol-related problems is 
through policies directed at the reduction of average alcohol consumption, such 
as taxation and limits on the availability of alcohol. 

Two decades later a similar book was commissioned by WHO. Its purpose 
was to review the world literature pertaining to alcohol policy. The new study 
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produced ^/co/!o/ Policy and the Public Good (Edwards et al., 1994) and a set of 
more detailed literature reviews (Holder & Edwards, 1995). The book reviewed 
the epidemiological evidence on alcohol consumption and alcohol-related 
problems throughout the world as a prelude to a critical analysis of six different 
policy approaches to alcohol-related problems: taxation of alcohol, 

environmental measures, drink driving countermeasures, school-based education, 
community action programs, and treatment interventions. The international 
group of authors concluded that public health policies on alcohol had come of 
age because of the strong body of scientific research that has grown in breadth 
and sophistication since 1975. They argued that the research establishes beyond 
doubt that public health measures of proven effectiveness are available to serve 
the public good. Moving beyond the emphasis of Bruun et al. (1975) on the total 
amount of alcohol consumed in a society, they proposed a dual approach that 
included measures to reduce the average amount of drinking in a society as well 
as those targeted at specific contexts and behaviors. 

Within this tradition of collaborative ventures between WHO and 
international alcohol researchers, a third study was published in 2003 (Babor et 
ah, 2003). This study was commissioned because of new epidemiological 
research on the way alcohol affects the health of populations in different parts of 
the world, particularly in the emerging states of the former Soviet Union and in 
the countries of the developing world. In the remainder of this chapter, we 
summarize the findings and conclusions of Alcohol: No Ordinary Commodity. 
Our goal is to suggest that despite the advances in alcohol research and theory, 
one should never suggest that the answer to effective alcohol policy is “as simple 
as one, two, three.” Whereas the first major review of alcohol policy research in 
1975 suggested a relatively simple approach to the prevention of alcohol-related 
problems, the most recent integrative review indicates that a wide range of 
evidence-based policy options must be considered at the local, national and 
international levels in order to prevent and manage alcohol-related problems. 

2 . SETTING THE POLICY AGENDA 

Alcohol policies have been implemented throughout history to minimize the 
effects of alcohol on the health and safety of the population. The purpose of 
Alcohol: No Ordinary Commodity - Research and Public Policy (Babor et ah, 
2003) is to describe recent advances in alcohol research that have direct 
relevance to alcohol policy on the local, national, and international levels. 
Alcohol policies serve the interests of public health through their impact on 
drinking patterns, the drinking environment, and the health services available to 
treat problem drinkers. Public health concepts provide an important vehicle to 
manage the health of populations in relation to the use and misuse of beverage 
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alcohol by helping communities and nation states to design better preventative 
and curative services. 

3. NO ORDINARY COMMODITY 

In many countries, the production and sale of alcoholic beverages generates 
profits for farmers, manufacturers, advertisers, and investors. Alcohol provides 
employment for people in bars and restaurants, brings in foreign currency for 
exported beverages, and generates tax revenues for the government. Alcoholic 
beverages are, by any reckoning, an important, economically embedded 
commodity. But the benefits connected with the production, sale, and use of this 
commodity come at an enormous cost to society. Three important mechanisms 
explain alcohol’s ability to cause medical, psychological, and social harm: 1) 
physical toxicity, 2) intoxication, and 3) dependence. 

Alcohol is a toxic substance in terms of its direct and indirect effects on a 
wide range of body organs and systems. But the main cause of alcohol-related 
harm in the general population is alcohol intoxication, rather than its toxic 
effects. The link between intoxication and adverse consequences is strong, 
especially for violence, traffic casualties, and other injuries. Alcohol dependence 
has many different contributory causes including genetic vulnerability, but it is a 
condition that is contracted by repeated exposure to alcohol: the heavier the 
drinking, the greater the risk. 

As illustrated in Figure 1, the mechanisms of toxicity, intoxication and 
dependence are closely related to the ways in which people consume alcohol, 
called ‘patterns of drinking’. Drinking patterns that lead to rapidly elevated blood 
alcohol levels result in problems associated with acute intoxication, such as 
accidents, injuries, and violence. Similarly, drinking patterns that promote 
frequent and heavy alcohol consumption are associated with chronic health 
problems such as liver cirrhosis, cardiovascular disease, and depression. Finally, 
sustained drinking may result in alcohol dependence. Once dependence is 
present, it impairs a person’s ability to control the frequency and amount of 
drinking. For these reasons, alcohol is not a run-of-the-mill consumer substance. 
Public health responses must be matched to this complex vision of the dangers of 
alcohol as they seek better ways to respond to population-level harms. 
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Figure 1. Why alcohol is no ordinary commodity. Relationships among alcohol consumption, 
mediating factors and alcohol-related consequences (Reprinted with permission from Babor et al., 
2003). 



4 . ALCOHOL CONSUMPTION TRENDS AND PATTERNS OF 

DRINKING 

Alcohol consumption varies enormously, not only among countries, but also over 
time and between different population groups, especially according to gender and 
age. Variations in these drinking patterns affect rates of alcohol-related problems, 
and have implications for the choice of alcohol policy measures. Two aspects of 
alcohol consumption are of particular importance for comparisons across 
populations and across time. First, total alcohol consumption in a population is an 
important indicator of the number of individuals who are exposed to high 
amounts of alcohol. Adult per capita alcohol consumption is, to a considerable 
extent, related to the prevalence of heavy use, which in turn is associated with the 
occurrence of negative effects. Second, the relationship between total alcohol 
consumption and harm is modified by the number of drinkers in a population and 
by the way in which alcohol is consumed. 

Recorded alcohol consumption is highest in the economically developed 
regions of the world (e.g., Europe, North America). In contrast, recorded 
consumption is generally lower in Africa and parts of Asia, and is particularly 
low in Moslem states and the Indian subcontinent. Western Europe, Russia and 









ALCOHOL POLICY AND THE PUBLIC GOOD 



33 



other non-Moslem parts of the former Soviet Union now have the highest per 
capita consumption levels, but Latin American levels are not far behind (WHO, 
1999). 

Sales data from established market economies show a slight overall decrease 
in alcohol consumption in recent years, as well as converging trends in traditional 
high consumption and low consumption countries. This is particularly the case in 
the wine-producing countries in Europe, such as France, Italy, and Portugal, 
where the decrease is mostly due to reductions in wine consumption (Gual and 
Colom, 1997). Of particular concern, however, is the increasing consumption in 
some of the emerging economies of the developing world, such as China, given 
that the drinking appears to be concentrated in a smaller fraction of the 
population in these countries (WHO, 1999, 2000). 

Regarding population group differences, there are striking gender differences 
in whether a person drinks, with men more likely to be drinkers and women 
abstainers. Among drinkers, men drink ‘heavily’ (i.e., to intoxication, or large 
quantities per occasion) much more often than women (e.g., Dawson, 2000; 
Makela et ah, 1999; Mohan & Sharma, 1995). Regarding age differences, 
abstinence and infrequent drinking are more prevalent in older age groups, and 
frequent intoxication is more prevalent among young adults (e.g., Demers 1997; 
Dawson 1998; Makela et ah, 1999). 

Most of the alcohol in a society is consumed by a relatively small minority of 
drinkers (e.g., Greenfield & Rogers, 1999; Lemmens, 1991). When alcohol 
consumption levels increase in a country, there tends to be an increase in the 
prevalence of heavy drinkers (Skog, 1985, 2001). 

Countries and population groups vary in the extent to which drinking to 
intoxication is a characteristic of the drinking pattern. They also differ in how 
intoxicated people get, and how people behave while intoxicated. In the southern 
European countries, approximately one out of ten drinking occasions lead to a 
state of intoxication among adolescents, whereas the majority of drinking 
occasions in the most northern European countries result in intoxication (Hibell 
et ah, 1997,2000). 

5 . THE GLOBAL BURDEN OF ALCOHOL CONSUMPTION 

According to the World Health Organization, in the year 2000, alcohol-related 
death and disability accounted for 4.0% of the global burden of disease, 
quantified according to the impact of premature deaths and disability in a 
population (Murray & Lopez, 1996; Ezzati et ah, 2002). Ranking as the fifth 
most detrimental risk factor of 26 examined, alcohol accounted for about the 
same amount of disease as tobacco (Ezzati et ah, 2002). In developed countries, 
alcohol was the third most detrimental risk factor, accounting for 9.2% of all 
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burden of disease. In emerging economies like China, alcohol was the most 
detrimental risk factor. Overall, injuries accounted for the largest portion of 
alcohol-attributable disease burden, which ranged from close to zero among 
females in the predominantly Moslem Eastern Mediterranean regions to more 
than 20% for males in Eastern Europe (Ezzati et al., 2002). 

The relation between disease and alcohol consumption is complex. The 
volume of drinking is linked to most disease outcomes through specific dose- 
response relationships. These relationships can be linear at the individual level 
(as in the case of breast cancer or suicide), accelerating (as in the case of liver 
cirrhosis or motor vehicle accidents), or J-shaped (as in the case of heart disease 
or all-cause mortality) (Rehm, 2000; Rehm et al., 2001a, 2001b). Patterns of 
drinking also play an important role in the disease burden, and are variously 
linked to coronary heart disease, motor vehicle accidents, suicide, and breast 
cancer. 

Moderate drinking has positive as well as negative health effects. Although it 
has been linked to an increased risk of cancer and other disease conditions, 
studies indicate a cardioprotective effect of regular, light, and moderate alcohol 
consumption at the level of the individual drinker (Murray & Lopez, 1 996). This 
effect applies mainly to the age group of 40 years and older, where the 
overwhelming majority of coronary heart disease occurs (Rehm and Sempos 
1995a, 1995b). This effect explains the lower death rate of light drinkers relative 
to abstainers. However, studies suggest that there may be no net protective effect 
at the population level from an increase in alcohol consumption, and even a 
detrimental effect in societies with heavy episodic drinking patterns. 

Although public discussion has often concentrated on alcohol-related 
problems connected with disease and other medical conditions, alcohol is also 
linked to consequences in the social realm, which has been called ‘the forgotten 
dimension.’ Clearly, alcohol is related to many social problems, especially 
violence. 

In summary, alcohol accounts for a significant disease burden worldwide and 
is related to many negative social consequences. While there may be some 
offsetting psychological and cardio-protective benefits from drinking, the lower 
the consumption, the better. 

6. STRATEGIES AND INTERVENTIONS TO REDUCE 
ALCOHOL-RELATED HARM 

Alcohol policy is broadly defined as any purposeful effort or authoritative 
decision on the part of governments or non-government groups to minimize or 
prevent alcohol-related consequences. Policies may involve the implementation 
of a specific strategy with regard to alcohol problems (e.g., increase alcohol 
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taxes), or the allocation of resources that reflect priorities with regard to 
prevention or treatment efforts. Policies that unintentionally increase harm should 
also be examined, in order to provide insight into the public health risks 
associated with ill-advised policy decisions. 

6.1. Pricing and Taxation 

Evidence suggests that alcohol prices have an effect on the level of alcohol 
consumption (Pindyck & Rubinfeld, 1989). Consumers of alcoholic beverages 
increase their drinking when prices are lowered, and decrease their consumption 
when prices rise. Heavy or problem drinkers appear to be no exception to this 
rule. Moreover, economic studies demonstrate that increased alcoholic beverage 
taxes and prices are related to reductions in alcohol-related problems. 

Despite these findings, the real price of alcoholic beverages has decreased in 
many countries over the last 50 years, even as many other alcohol control 
measures have been liberalized or abandoned completely (Cook, 1981). A major 
reason for the price decline has been the failure of governments to increase tax 
levels in accordance with inflation. Alcohol taxes are thus an attractive 
instrument of alcohol policy because they can be used both to generate direct 
revenue and to reduce alcohol-related harm. The most important downside to 
raising alcohol taxes is the possibility of smuggling or illegal in-country alcohol 
production. The net effects of taxation and price increases, however, are to 
reduce alcohol use and related problems. 

6.2. Regulating the Physical Availability of Alcohol 

The physical availability of alcoholic beverages refers to the accessibility or 
convenience of obtaining and consuming these products. Most countries have 
restrictions on who may buy and sell alcohol, primarily because of social 
concerns about health, safety, and public order. Experience has shown that 
extreme restrictions on alcohol availability, such as the banning of all alcohol 
sales (i.e., total prohibition), can lower drinking and reduce alcohol problems. 
Yet these restrictions often have adverse side effects, such as the criminality 
associated with illicit markets (Room et ah, 2002; Levine, 1985). 

Research on limiting alcohol availability demonstrates that reductions in the 
hours and days of sale, numbers of alcohol outlets, and restrictions on access to 
alcohol are associated with reductions in both alcohol use and alcohol-related 
problems. Laws that raise the minimum legal purchasing age reduce alcohol sales 
and problems among young drinkers (Wagenaar et ah, 1998). Regulations 
directed toward commercial vendors of alcohol who sell to minors and ignore 
other restrictions can also be effective, provided the system has the power to 
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suspend or revoke a license in the case of selling infractions. The evidence 
suggests that making available and promoting beverages of low alcohol content 
may be an effective strategy because it has the potential to reduce the level of 
absolute alcohol consumed and associated intoxication and impairment (e.g., 
Skog, 1988). 

One means to regulate alcohol availability in a comprehensive way is 
through government-owned alcohol outlets. There is strong evidence that off- 
premise monopoly systems limit alcohol consumption and alcohol-related 
problems, and that elimination of government off-premise monopolies can 
increase total alcohol consumption (Wagenaar and Holder, 1995). 

In general, changes in availability can have large effects in nations or 
communities where there is popular support for these measures. The cost of 
restricting physical availability of alcohol is cheap relative to the costs of health 
consequences related to drinking, especially heavy drinking. The most notable 
adverse effects of availability restrictions include increases in informal market 
activities (e.g., home production, illegal imports). Nevertheless, informal market 
activities are generally not sufficient to replace formal production and have not 
produced equivalent levels of alcohol-related problems (Rossow, 2000). 

6.3. Modifying the Drinking Context 

Many prevention measures seek to limit drinking in the contexts or environments 
where alcohol is typically sold and consumed (e.g., bars and restaurants). The 
most effective options involve enforcement of serving regulations and the legal 
liability of bar staff and owners for the actions of those they serve. Responsible 
Beverage Service (RBS) programs focus on attitudes, knowledge, skills, and 
practices of persons involved in serving alcoholic beverages on licensed premises 
(see Carvolth, 1995; Toomey et ah, 1998). If supported by actual changes in the 
serving policies of licensed establishments and reinforced by local police, RBS 
training can reduce heavy consumption and high risk drinking (Howard-Pitney et 
ah, 1991; Lang et ah, 1998). 

Community mobilization has been used to raise public awareness of 
problems associated with on-premise drinking in licensed establishments, 
develop specific solutions to problems, and pressure owners to recognize that 
they have a responsibility to the community in terms of such bar-related issues as 
noise level and patron behavior (Hauritz et ah, 1998a, 1998b; Homel et ah, 1992; 
Putnam et ah, 1993). Community mobilization can be highly successful at 
reducing aggression and other problems related to drinking in licensed premises, 
but the long-term sustainability of these efforts remains to be demonstrated. 

Other approaches include general safety measures that have particular 
relevance to intoxicated persons and modifying the potential behavior of 
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bystanders or victims. Research shows that the adoption and enforcement of 
policies to make licensed premises safer are associated with lower levels of 
intoxication and problems. A number of communities, most notably in Australia, 
have implemented voluntary codes of practice among local bar owners to limit 
the major risk factors for violence and other alcohol-related problems. This 
approach has had mixed results. 

6.4. Drinking-Driving Countermeasures 

Traditionally, law enforcement directed at drinking-driving has been designed to 
catch offenders, on the assumption that such practices will prevent or deter 
people from driving after drinking. Punishment for a drinking-driving conviction 
has typically been increased either by changing the maximum penalties or by 
introducing mandatory minimum penalties. There is limited evidence to support 
the positive impact of these laws. ‘Celerity’, or swiftness of punishment, is 
related to the proximity of punishment to the drinking-driving event. The one 
punishment that seems to have a consistent impact on drinking-driving offenses 
is administrative license suspension, or revocation for drinking-driving 
(McKnight & Voas, 2001; Homel, 1981). License loss can be effective for both 
alcohol-involved and non-alcohol-involved accidents. 

One strategy for increasing certainty of apprehension and punishment is to 
increase the frequency and visibility of drinking-driving enforcement. The 
traditional way of producing a higher perceived probability of apprehension is 
simply to intensify police enforcement through such measures as sobriety or 
selective checkpoints. A more effective approach is through Random Breath 
Testing (RBT) or Compulsory Breath Testing (Shults et al., 2001; Henstridge et 
al., 1997). Motorists are stopped at random by police and required to take a 
preliminary breath test, even if they are in no way suspected of having committed 
an offence or been involved in an accident. The evidence is quite strong that 
highly visible, non-selective testing can have a sustained effect in reducing 
drinking-driving and the associated crashes, injuries, and deaths (Stewart & 
Conway, 1999). 

In addition, when combined with enforcement, national and state laws 
lowering the legal limit of the driver’s blood alcohol concentration (BAC) have 
been a successful way to reduce drinking-driving. The evidence indicates that 
setting a reasonably low level of BAC (e.g., .08) significantly reduces alcohol- 
related driving fatalities (Shults et al., 2001). 

Treatment programs have also been used in many countries to provide a 
therapeutic or educational alternative to punishment. Evidence from some 
countries supports the effectiveness of comprehensive treatment including 
counseling or therapy plus license suspension in reducing recidivism. Successful 
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programs are well structured, go beyond information provision to address alcohol 
abuse, are conducted for more than ten weeks, and have rules of attendance 
enforced by a court (Wells-Parker 2000). 

Another approach for high-risk repeat offenders is to use ignition interlock 
devices that prevent a vehicle from being started until the driver passes a breath 
test. These devices have been very effective for many alcohol-impaired drivers, 
but have not been widely tested in countries other than the US (McKnight & 
Voas, 2001). 

In general, young drivers (adolescents aged between 16-20 years) are at 
higher risk for traffic accidents, especially alcohol-involved crashes, as a result of 
their limited driving experience and their tendency to experiment with heavy or 
binge drinking. Traditional countermeasures such as driver training and school- 
based education programs are either ineffective or have yielded mixed results. 
One effective measure is the use of graduated licensing for novice drivers, which 
limits the time and other conditions of driving during the first few years of 
licensing (Begg et al., 2000; Mayhew, 2000; Ulmer et al., 2000). 

In summary, the evidence suggests that drinking-driving countermeasures 
consistently produce long-term problem reductions of between 5% and 30%. 
Deterrence-based approaches, using innovations such as Random Breath Testing, 
yield few arrests but substantial accident reductions. The persistent delinquency 
of some impaired drivers and their consistent contribution to the fatality statistics 
should not detract from the enormous achievements of recent decades. 

6.5. Regulating alcohol promotion 

The marketing of alcohol is a global industry. Alcohol brands are advertised 
through television, radio, print, point-of-sale promotions, and the Internet. 
Exposure to repeated high-level alcohol promotion inculcates pro-drinking 
attitudes and increases the likelihood of heavier drinking. Alcohol advertising 
predisposes minors to drinking well before legal age of purchase. Indeed, 
advertising has been found to promote and reinforce perceptions of drinking as 
positive, glamorous, and relatively risk-free. 

Legislation restricting alcohol advertising is a well-established precaution 
used by governments throughout the world, despite opposition from the alcoholic 
beverage industry. Some bans are partial, applying only to spirits, to certain 
hours of television viewing, or to state-owned media. These bans often operate 
alongside codes of self-regulation that govern permitted forms of alcohol 
advertising. Although many countries have restricted alcohol advertising to 
various degrees, the evaluation findings suggest that while the restrictions have 
not achieved a major reduction in drinking and related harms in the short-term. 
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countries with greater restrictions on advertising have less drinking and fewer 
alcohol-related problems (Saffer, 1991). 

Despite industry claims that they adhere to codes of responsible advertising, 
the detrimental influences of marketing practices are not adequately addressed by 
industry self-regulation. Self-regulation tends to be fragile and largely ineffective 
(Baggott, 1989; Campbell, 1999). These codes may work best where the media, 
advertising, and alcohol industries are all involved, and an independent body has 
powers to approve or veto advertisements, rule on complaints, and impose 
sanctions. Few countries currently have all these components. 

6. 6. Education and Persuasion Strategies 

School-based alcohol education programs have been found to increase 
knowledge and change attitudes toward alcohol and other substances, but actual 
substance use remains unaffected (Botvin et ah, 1995; Hansen, 1994; Tobler, 
1992). Approaches that address values clarification, self-esteem, general social 
skills, and “alternatives” approaches that provide activities inconsistent with 
alcohol use (e.g., sports) are equally ineffective (Moskowitz, 1989). Many 
contemporary school-based programs include both resistance skills training and 
normative education, which attempts to correct adolescents’ tendency to 
overestimate the number of their peers who drink (Hansen, 1992, 1993, 1994). 
Scientific evaluations of these programs have produced mixed results with 
generally modest effects that are short-lived unless accompanied by ongoing 
booster sessions. Some programs include both individual-level education and 
family- or community-level interventions. Evaluations suggest that even these 
comprehensive programs may not be sufficient to delay the initiation of drinking, 
or to sustain a small reduction in drinking beyond the operation of the program. 

Public service announcements (PSAs) are messages prepared by 
nongovernmental organizations, health agencies, and media organizations that 
deal with responsible drinking, the hazards of drinking-driving, and related 
topics. Despite their good intentions, PSAs are an ineffective antidote to the high- 
quality pro-drinking messages that appear much more frequently as paid 
advertisements in the mass media (see Ludwig, 1994; Murray et ah, 1996). 

Counter-advertising involves disseminating information about a product, its 
effects, and the industry that promotes it, in order to decrease its appeal and use. 
Tactics include health-warning labels on product packaging, such as those that 
explain that alcohol may cause birth defects when consumed during pregnancy. 
Although a significant proportion of the population reports seeing these warning 
labels, research indicates that exposure produces no change in drinking behavior 
per se (Grube & Nygaard, 2001; Agostinali & Grube, 2002). 
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In sum, the impact of education and persuasion programs tends to be small at 
best. When positive effects are found, they do not persist. 

6. 7. Treatment and Early Intervention Services 

In addition to its value in the reduction of human suffering, treatment can be considered a 
form of prevention. Treatment for alcohol problems typically involves a set of services, 
ranging from diagnostic assessment to therapeutic interventions and continuing care. 
Researchers have identified more than 40 therapeutic approaches, called treatment 
modalities, which have been evaluated by means of randomized clinical trials (Miller et 
al., 1995). These modalities are delivered in a variety of settings, including freestanding 
residential facilities, psychiatric and general hospital settings, outpatient programs, and 
primary health care. 

There is no consistent evidence that intensive in-patient treatment provides more 
benefit than less intensive outpatient treatment, although residential treatment may be 
indicated for patients who; 1) are highly resistant to treatment; 2) have few financial 
resources; 3) come from environments that are not conducive to recovery; and 4) have 
more serious, coexisting medical or psychiatric conditions (Finney et al., 1996). 
Regarding specific treatment modalities, the weight of evidence suggests that behavioral 
treatments are likely to be more effective than insight-oriented therapies (Miller & 
Hester, 1986). Recent research also indicates that Twelve Step Facilitation, which is 
based on the principles of Alcoholics Anonymous, is as effective as more theory-based 
therapies (Babor & Del Boca, 2002; Ouimette et al., 1999). In general, when patients 
enter treatment, exposure to any treatment is associated with significant reductions in 
alcohol use and related problems, regardless of the type of intervention used. 

Interest on the part of the pharmaceutical industry in medications to treat alcohol 
dependence has increased in the past decade, and several compounds are now available 
in the US and Europe. In the 1990s, naltrexone, an opioid antagonist, became available 
for medical management of alcohol dependence, following positive studies showing 
incremental benefits of psychotherapy combined with this medication (O’Malley et al., 
1992). Acamprosate (calcium acetylhomotaurinate), an amino acid derivative, has also 
shown positive effects in the prevention of relapse. It is now in widespread clinical use in 
Europe (Kranzler & Van Kirk, 2001). 

Although mutual help societies composed of recovering alcoholics are not 
considered to be formal treatment, they are often used as inexpensive substitutes, 
alternatives, and adjuncts to treatment (McCrady & Miller, 1993). Mutual help groups 
based on the Twelve Steps of AA have proliferated throughout the world (Makela, 1993). 
Research suggests that AA itself can have an incremental effect when combined with 
formal treatment, and that AA attendance alone may be better than no intervention at all 
(McCrady & Miller, 1993; Babor & Del Boca, 2002; Ouimette et al., 1999; Walsh et al., 
1991). 

In contrast to treatment provided in specialized settings, brief interventions consist of 
one to three sessions of counseling or advice delivered in general medical settings. The 
cumulative evidence of randomized controlled trials (conducted in a variety of settings) 
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indicates that clinically significant changes in drinking behavior and related problems can 
follow from brief interventions with non-alcoholic heavy drinkers (Bien et al., 1993; 
Kahan et al, 1995; Wilk et al., 1997). 

Although treatment and early intervention can be considered an effective means of 
secondary prevention, specialized services (other than mutual help organizations) tend to 
be expensive and may not be affordable in developing countries unless they are 
integrated with the system of primary care. 

7. THE INTERNATIONAL CONTEXT OF ALCOHOL POLICY 

In a world of increasing trade globalization, national and local alcohol policies, 
predicated on the extraordinary nature of alcohol, have increasingly come under pressure 
at the international level. The last 50 years have seen a convergence in alcohol policies in 
Europe. There have also been converging trends with regard to taxing alcoholic 
beverages, although excise duties are still clearly lowest in wine-producing countries, 
and highest among the Nordic countries, Ireland, and the United Kingdom. In North 
America there has been a gradual decline in alcohol control in most jurisdictions in 
recent decades, with more dramatic changes such as privatization of alcohol retail sales. 
Alcohol taxes have not been raised to match inflation. In contrast, there have been 
extensive education and law enforcement efforts to control drinking-driving. 

Similar developments have taken place in other parts of the world. For instance, the 
collapse of the communist system in the former Soviet Union and Eastern Europe has 
meant that alcohol control, especially the control of alcohol availability, has lost much of 
its effect in these countries. On the other hand, in the 1990s, under the impetus of the 
European Alcohol Action Plan, many Eastern European countries adopted national 
alcohol programs or participated in projects aimed at strengthening local alcohol control 
(Gual & Colom, 2001). 

In many developed countries, general alcohol policies affecting the whole population 
and oriented to the collective good have been weakened or dismantled, often under 
pressure from the ‘structural adjustment’ programs of international development 
agencies. Policies remaining from the past have been gradually eroded (e.g., privatization 
of monopolies, erosion of taxes by inflation, extension of closing hours). At the same 
time, however, popular concern about alcohol-related problems has risen, although it has 
only fitfully found political expression. In many countries there has been an increase in 
educational programs, despite research on their lack of effect, along with some 
interventions to curtail drinking-driving. 

One factor behind the weakening of national and local alcohol policies has been the 
impact of international trade agreements and common markets. To the extent that alcohol 
is considered to be an ordinary commodity, these agreements and treaties often become 
severe obstacles for conducting purposeful and efficient alcohol control policies. 
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8 . THE POLICY ARENA 

Who makes alcohol policy? The answer differs among countries and between different 
levels of government within countries. Within each jurisdiction of the policy arena, there 
is an interplay of different interest groups. 

A national level legislative and regulatory framework is essential to the promotion of 
effective measures to curtail alcohol-related problems. Federal and national laws often 
establish the legislative framework pertaining to alcohol. In many nations there is a 
vacuum in advocacy for the public interest, leaving members of non-governmental 
organizations as the most likely candidates to represent the public (Crap let, 1997). These 
have occasionally involved interest groups representing victims of alcohol-related harm, 
such as Mothers Against Drunk Driving (DeJong & Russell, 1995). More recently, 
alcohol issues have increasingly become the concern of health professionals. 

The mass media can have a significant influence on the policy debate at the national 
and local levels, given their dominant role in contemporary culture (Milio, 1988). Media 
coverage influences whether policymakers perceive a problem and how salient that 
problem is. This is an ‘agenda-setting’ function (Erbring et al, 1980). 

Groups involved in for-profit production and sales are often key players in policy 
debates. Supported by free market values and concepts, the alcoholic beverage industry 
has become increasingly involved in the policy arena in order to protect its commercial 
interests. In some countries, the industry is the dominant nongovernmental presence at 
the policymaking table. Although the alcoholic beverage industry is not monolithic in 
terms of its motives, power, or operations, its commercial interests often come into 
conflict with public health measures. 

An appreciation of the various players in the alcohol policy arena can heighten our 
understanding of the following fundamental conclusion; alcohol policy is often the 
product of competing interests, values, and ideologies. The process of alcohol policy 
creation needs to be better understood, more transparent, and more responsive to the 
needs of the citizens who are the end consumers of emerging policies. 

9. ALCOHOL POLICIES; A CONSUMER’S GUIDE 

The difference between good and bad alcohol policy is not an abstraction, but very often 
a matter of life and death. Research has the capacity to indicate which strategies are 
likely to succeed in their public health intentions, and which are likely to be less effective 
or even useless, diversionary, and a waste of resources. Building on previous work in this 
area, Babor et al. (2003) rated 32 policy options in Alcohol: No Ordinary Commodity 
according to four major criteria; 1) evidence of effectiveness; 2) strength of research 
support; 3) extent of testing across diverse countries and cultures; and 4) relative cost in 
terms of time, resources, and money. 

In general, effectiveness is strong for the regulation of physical availability and the 
use of alcohol taxes. Given the broad reach of these strategies, and the relatively low 
expense of implementing them, the expected impact of these measures on public health is 
relatively high. Most drinking-driving countermeasures received high ratings on 
effectiveness as well. Not only is there good research support for these programs, but 
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they also seem to be applicable in most countries and are relatively inexpensive 
to implement and sustain. 

In contrast, the expected impact is low for school-based education and for 
public service messages about drinking. Although the reach of educational 
programs is thought to be excellent (because of the availability of captive 
audiences in schools), the population impact of these programs is poor. Similarly, 
while feasibility is good, cost-effectiveness and cost-benefit are poor. 

Treatment and early intervention strategies have, at best, medium 
effectiveness. At the population level, their impact is limited, since specialized 
treatment for alcohol problems can only benefit the relatively small fraction of 
the population who come to treatment. While treatment provision is an obligation 
of a humane society, its effect on the actual drinking problem rates of the 
population at large is necessarily limited. 

Strategies directed at altering the drinking context are primarily applicable to 
on-premise drinking in bars and restaurants, which somewhat limits their public 
health significance. In most developed countries, only a minority of drinking is 
done on-premise, although frequently this drinking is trouble-prone. One 
recurring theme in this literature is the importance of enforcement. 

The following 10 policy options stand out as ‘best practices’: minimum legal 
purchase age, government monopoly of retail sales, restrictions on hours or days 
of sale, outlet density restrictions, alcohol taxes, sobriety check points, lowered 
BAG limits, administrative license suspension, graduated licensing for novice 
drivers, and brief interventions for hazardous drinkers. 

Alcohol policies can be effective at both the community level and the 
national level. Within each of these levels, policies can be targeted at the general 
population, at high-risk drinkers, and at people already experiencing alcohol- 
related problems. Alcohol policies rarely operate independently or in isolation 
from other measures. Complementary system strategies that seek to restructure 
the total drinking environment are more likely to be effective than single 
strategies. Full-spectrum interventions are needed to achieve the greatest 
population impact. 

In sum, opportunities for evidence-based alcohol policies that better serve the 
public good are more available than ever before. But the policies to address 
alcohol-related problems are too seldom informed by science, and there are still 
too many instances of policy vacuums filled by unevaluated or ineffective 
strategies and interventions. Because alcohol is no ordinary commodity, the 
public has a right to expect a more enlightened approach to alcohol policy. 
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ABSTRACT 

The concept of Harm Reduction emerged from the drug field in the 1980s in the context of reducing the risk of 
the spread of blood-borne viruses without necessarily reducing drug use. The concept has since become 
increasingly influential in the alcohol and even tobacco fields. In Australia, for example, most state liquor acts 
now identify Harm Reduction (or Harm Minimisation) as a principal objective. The concept of Harm Reduction 
has been highly controversial and there have been many attempts to redefine it towards politically acceptable 
positions. 

In the alcohol field the concept has sometimes been proposed as an alternative to the view that the 
prevention of alcohol related harm can only be achieved through a reduction of the total population consumption 
of alcohol. This paper will present evidence to suggest that most effective interventions to reduce alcohol-related 
harm require reductions in the quantity of alcohol consumed per occasion. Furthermore, it is highly unlikely in 
most modem drinking societies that significant reductions in alcohol-related harm can occur without also a 
significant drop in total population consumption. Nonetheless, Harm Reduction is an important and influential 
principle in alcohol policy that can be incorporated alongside controls on the physical and economic availability 
of alcohol. 

It is recommended that the term Risk Reduction be applied to the many strategies that fall between Harm 
Reduction and abstinence-based approaches that require a reduction in amount of alcohol consumed. Finally, 
emerging evidence regarding common risk and protection factors for adolescent substance use as well as other 
mental health and behavioural problems is briefly discussed. It is recommended that the concept of Risk here is 
broadened to include a wide range of social and economic factors which, when addressed, can have multiple 
benefits in relation to the reduction of both substance use other adolescent problems. 
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INTRODUCTION 

In this chapter the expression provided by the book’s editor of ‘drugification of 
alcohol policies’ is used as code for the emergence of the concept of Harm Reduction 
as a significant perspective in alcohol policy (e.g. Plant, Single & Stockwell, 1997). 
Discussion of a broad Risk and Harm Reduction perspective will form the main 
agenda of this paper. The symmetrical concept of the ‘alcoholisation of drug policies’ 
will be interpreted as code for moving towards a regulated legal market for drugs that 
are currently illegal in most countries. Rather than venturing far into this last difficult 
last area some observations regarding commonalities in alcohol and other drug policy 
will be provided with particular reference to risk and protection factors among young 
people. 

The concept of Harm Reduction emerged from the illicit drug field in the 1980s in 
the context of reducing the risk of the spread of blood-borne viruses without 
necessarily reducing drug use. Primary examples include the provision of clean 
needles for injecting drug users, the use of opiate antagonists to treat heroin overdose 
(Lenton & Hargreaves, 2001) and oral methadone as an alternative to injecting 
(Wodak & Moore, 2002). The advent of HIV/AIDS demanded that the policy 
response sought ways of reducing risk to the wider community by encouraging the 
many people who continued to use drugs to do so more safely. A sea-change in 
treatment priorities occurred so that, for example, methadone was no longer used 
merely as a means of assisting withdrawal from heroin but also as a much safer long- 
term substitute (Ward, Mattick & Hall, 1992). Harm Reduction is often controversial. 
Some countries such as the USA and Sweden have national policies that are explicitly 
opposed to the principles of Harm Reduction (Wodak & Moore, 2002). Even today, 
the provision of clean needles is discouraged in many US cities and the use of 
methadone is controversial (Wodak & Moore, 2002). Even in countries like Australia 
with an explicit acceptance of ‘harm minimisation’ in its national policy statements 
(Commonwealth Department of Health and Aged Care, 1999), there have been major 
political controversies surrounding a proposed trial of heroin prescription following 
the leadership of Swiss policy (Wodak & Moore, 2002) and the recent introduction of 
a safe-injecting facility in Sydney, New South Wales (Van Beek & Gilmore, 2000). 
In the public discourse around these issues, a central concern among opponents such 
as Prime Minister Howard has been the fear that such programs will “send the wrong 
message to young people” regarding the acceptability of using illegal drugs. 

These debates are not unique to the currently illegal drugs but have echoes in 
relation to both tobacco and alcohol also. Despite the overwhelming consensus that 
any level of smoking is potentially damaging to health and that “Quit’ is the main 
message for health campaigns, there have been efforts in Australia to develop a Harm 
Reduction approach to smoking (Borland & Scollo, 1999). These efforts include 
wanting to recognise reduced smoking as a worthwhile (if second best) treatment 
outcome and also considering the marketing of alternative nicotine delivery systems 
that do not require the inhalation of smoke. Such views are usually fiercely opposed 
by mainstream anti-tobacco protagonists as, again, ‘delivering the wrong message’. 
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In relation to alcohol policy, the application of the Harm Reduction paradigm 
has also had its share of controversy. A specific example was the opposition from 
Australian nutrition experts to the proposal of adding thiamine to beer in the late 
1980s for fear that it would encourage beer drinkers to consume more if it was 
viewed as a kind of ‘health product’. In more general terms, Harm Reduction has 
sometimes been viewed as a challenge to the more orthodox public health view that 
alcohol-related harm can only be lowered by a reduction in the total population 
consumption of alcohol (Bruun et al., 1975; Edwards et al., 1994). The suggestion 
that there can be benefits that do not depend upon a reduction of all alcohol 
consumption is seen by some as sending the wrong message - this time to the policy 
makers. 

Despite the fears and controversies, there are signs that the concept of Harm 
Reduction has come to have a significant place in discourse about alcohol policy. In 
Australia, these signs include a) the inclusion of an explicit harm minimisation 
objective in most state liquor laws following a national review of such legislation 
(Stockwell, 1995) b) mention in the recent National Alcohol Action plan of 
examining safer alcohol containers and glassware to prevent glass-related injuries 
from violent incidents (Commonwealth Department of Health and Aged Care, 2001) 
and the recommendation of breath-ignition interlocks for recidivist drink-drivers (see 
Voas, Blackman, Tippetts & Marques, 2002). 

WHAT IS ALCOHOL HARM REDUCTION? 

There have been many learned discussions regarding what the term Harm Reduction 
really means. For example, it has been argued that the term should be restricted to 
strategies that have been demonstrated to reduce drug-related harm (e.g. Lenton & 
Midford, 1996). While an evidence base is an important consideration for any 
strategy, one problem here is that it allows the inclusion of abstinence approaches 
which also will inevitably reduce harm. As such the term is emptied of any distinctive 
meaning. Another difficulty with an empirical definition is that the evidence base 
usually lags behind innovations in practice and it is still necessary to discuss the 
intent of strategies as well as to (later) determine their actual effectiveness. In this 
paper, the proviso of ‘without necessarily reducing use’ will be retained as the 
distinctive feature of Harm Reduction as an overall approach. 

Taking this strict definition of Harm Reduction, it is clear that many applications 
of the term to the field of alcohol policy might better be described as Risk Reduction 
since rather than seeking to “make the world safer for drunks” they require the 
reduction of alcohol intake to less risky levels. By way of illustration, most of the 
examples of Alcohol Harm Reduction provided by Plant et al. (1997) in their book on 
this topic require a reduction in alcohol intake for their effect. For example, 
controlled drinking for people with drinking problems relies almost exclusively on 
teaching people to drink less per drinking occasion (Cameron, 1997). Nearly all 
drink-driving enforcement programs require people to drink less alcohol or not at all 
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when they are driving - though admittedly some will find alternative forms of 
transport and maybe drink even more (Stewart & Sweedler, 1997; Loxley, Saunders, 
Blaze-Temple & Binns, 1990). Labelling alcohol containers with their content in 
terms of standard drinks is designed to assist drinkers wishing to drink within low 
risk drinking guidelines (Stockwell & Single, 1997). Responsible alcohol service 
training as traditionally described aims almost single-mindedly to cut-off service to 
drinkers before they become intoxicated and to completely deny service to underage 
drinkers (Saltz, 1997). Perhaps the only legitimate example of true Harm Reduction 
provided in that book relates to the range of emerging strategies around making 
licensed premises less violent by such means as training security staff to calm rather 
than aggravate potential trouble, limiting crowding and providing plastic or shatter- 
proof glassware - none of these require any reduction in alcohol intake for their 
effectiveness (Graham & Homel, 1997). 

Another false application of the principle of Harm Reduction to alcohol policy is 
in relation to the idea that a focus on high risk drinking patterns is more appropriate 
than a focus on total population consumption. This is a false application not because 
the idea has no theoretical merit (Stockwell Single Hawks & Rehm, 1997) but 
because this strategy still requires a reduction in alcohol consumption for 
effectiveness and hence does not constitute Harm Reduction. It is also false if it is 
taken to mean that the evidence for a link between per capita alcohol consumption 
and levels of alcohol-related harm is equivocal. If anything, the evidence has 
mounted that there are mostly very strong relationships between population rates of 
serious alcohol-related harm and per capita consumption (see Norstrom & Skog, 
2001; Gruenewald & Treno, 2000). The idea that a focus on ‘drinking patterns’ 
(Stockwell, 2001) somehow frees up alcohol policy from the need to measure and 
control per capita alcohol consumption is unfounded, however convenient such a 
view might be for commercial alcohol producers (Grant & Litvak, 1998). There is 
anyway solid evidence of a positive relationship between changes in level of per 
capita consumption in a given population and changes in the number of high risk 
drinkers (Edwards et al., 1994). Furthermore, a recent analysis of Australian drinking 
patterns suggests that at least 67% of all alcohol consumed that was reported drunk in 
a 1998 national alcohol consumption survey (with only 46.5% coverage of actual per 
capita consumption) was by people exceeding the current national drinking 
guidelines. For persons aged 18 to 29 years of age this proportion was 90% 
(Stockwell, Dietze, Chikritzhs, Catalano & Heale, 2002). In short, it is difficult to 
imagine circumstances under which levels of risky drinking could change without per 
capita consumption also being similarly affected. A drinking patterns perspective if 
applied accurately to high risk drinking patterns is clearly in direct conflict to the 
interests of alcohol producers since so great a proportion of their products are 
consumed in high risk ways. 

A further area of an apparent application of a harm reduction approach to alcohol- 
related problems in Australia has been in relation to school-based alcohol education. 
A well-controlled study of a program known as the School Health Alcohol and Harm 
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Reduction Project or ‘SHAHRP’ demonstrated significant reductions in both 
drinking behaviour and reports of incidents of alcohol-related harm e.g. hangovers, 
injuries, embarrassing incidents (McBride, Midford, Farringdon & Phillips, 2000). It 
is true that the program involved learning to avoid problems such as getting into a car 
with a drunk driver but a significant component of the program was focused on 
training children to count standard drinks, monitor their drinking and to not get 
intoxicated. The measured reductions were of for risk behaviours and harms and both 
were likely to be related to reported reductions in alcohol use, especially risky alcohol 
use. SHAHRP really looks more like Risk Reduction than Harm Reduction - or at 
least a strong cocktail of the two. 

So what then is left in this small comer of alcohol policy that can be genuinely 
designated as Harm Reduction in the pure sense of the term? Is the influence of Harm 
Reduction on alcohol policy more apparent than real? Thiamine fortification of flour, 
regular beer and bulk wine (Drew & Truswell, 1998)) late night public transport 
schemes for patrons of licensed premises, using plastic or shatter-proof glassware in 
potentially violent venues, limiting crowding and training security staff to defuse 
arguments (Graham & Homel, 1997) all do meet the criterion of not requiring some 
reduction in alcohol consumption for their effectiveness. There is one other genuine 
Harm Reduction initiative that borrows substantially from the illicit drugs area: 
training of young people to care for friends who have lost consciousness (e.g. Youth 
Research Centre, 1995). In Australia, around 100 people are recorded as dying each 
year (many of them young) from some form of alcoholic ‘overdose’ ie poisoning or 
choking on vomit while unconscious (Chikritzhs et al., 2000). A Western Australian 
study of the drinking behaviour of university students found that among a significant 
group that had reported participating in drinking games, 89% had witnessed a 
drinking companion lose consciousness and that in two-thirds of cases they had left 
them to sleep off the effects (Polizotto et al., in press). As is the case with heroin 
overdose such instances create an increased risk of a fatality and steps should be 
taken to keep the individual awake and, if necessary, call for medical assistance (e.g. 
Darke, Ross & Hall, 1996). The principle of looking after friends is attractive to 
young people and can be extended to looking out for a whole range of other risks 
associated with intoxication such as getting behind the wheel of a car, unprotected 
sex, suicide attempts and violent disputes. It might be that a preoccupation with 
reducing alcohol use sometimes gets in the way of ensuring that attention is given to 
the possibility of ‘making the world safer for drunks’. 

In summary, it has been argued that despite the increased adoption of Harm 
Reduction in name in relation to alcohol policy and prevention, in practice there has 
been only limited application of the true principle of not requiring reduction in use for 
effectiveness. There has been a tendency over the last decade to bracket any 
approaches that are alternatives to abstinence (e.g. controlled drinking) or to a public 
health focus on reducing per capita alcohol consumption as being in someway Harm 
Reduction. It is argued here that there is in reality a substantial gulf between 
abstinence approaches and Harm Reduction - and that this gulf is occupied by an 
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enormous variety of strategies that in some way depend on reduced alcohol 
consumption. The term Risk Reduction is recommended as a descriptor for these 
other strategies (Stockwel, Single, Hawks and Rehm, 1997)). The final section of this 
paper contains a brief discussion and illustration of a broader concept of Risk and the 
allied concept of Protection in relation to predictors of adolescent drug use and risky 
drug use. 

CONVERGENCE OF ALCOHOL AND OTHER DRUG POLICIES 

While we are very used to a dichotomy of legal versus illegal drugs, there is of course 
some significant middle ground. Some use and sale of ‘legal drugs’ such as alcohol 
and tobacco is illegal and may even involve criminal sanctions e.g. sales of alcohol to 
minors and to the intoxicated, drinking to excess before driving. In an increasing 
number of jurisdictions in Europe and Australia, the use of cannabis in small 
quantities for personal use has been decriminalised (Lenton et al., 2000). 

Another important middle ground for alcohol, tobacco and other drug policies is 
in relation to what have come to be known as the social determinants of drug use and 
related harm as well as a constellation of common risk and protection factors for 
adolescent problem behaviours (e.g. conduct disorders, unprotected sex, depression, 
binge drinking and illicit drug use). Bond, Thomas, Toumbourou, Patton and 
Catalano, (2000) applied a scale developed by Hawkins, Catalano and Miller, (1992) 
to a sample of over 9,000 Victorian school children which had been designed to 
measure adolescent risk and protection factors variously including: poverty, family 
dysfunction, school failure, peer influences, parental drug use and drug availability. 
They found strong relationships between the risk/protection scale scores and the 
probability of adolescents also reporting drinking 5 or more drinks on an occasion, 
smoking cigarettes, smoking cannabis, using other illicit drugs, depression and 
trouble with the police. Findings such as these have been influential in encouraging 
the view that effective prevention policies need to address underlying social problems 
(unemployment, poor housing, community functioning) and address risk factors in 
the lives of young people that are common across a range of mental health, crime and 
substance use issues (e.g. Spooner, Hall & Lynskey, 2001). 

More careful analysis and comparison of such issues across the legal and illegal 
drugs reveals an important disparity, however. Smoking tobacco and heavy sessional 
use of alcohol are more mainstream activities being found mostly among adolescents 
with low and/or middle-range scores on the Bond et al. (2000) Risk and Protection 
Scale. Re-analysis of the Victorian adolescent data set revealed that the Prevention 
Paradox held in relation to tobacco and ‘binge’ drinking but did not do so for 
smoking cannabis and, in particular, for the use of other illicit drugs (Loxley et al., in 
press). While high risk adolescents were more likely to smoke and drink excessively, 
by age 16 years the greatest number engaging in these behaviours on a weekly basis 
were low and medium risk individuals. In relation to cannabis, there was an 
increasing trend with age for those smoking weekly to be low or medium risk but the 
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majority were still classified as high risk. In later teenage years and in early 
adulthood it is likely, at least in Australia, that regular cannabis smoking would be 
most prevalent in ‘mainstream’ rather than high risk populations. 

A further line of evidence from longitudinal studies of adolescent drug use 
suggests mutual benefits from targeting the use of legal drugs in prevention programs. 
A systematic review of such studies by Toumbourou and colleagues (see Loxley et 
ah, in Press) found strong evidence for early smoking and alcohol use predicting a 
range of later problems in early adulthood such as alcohol dependence, illicit drug use 
and mental health problems. These relationships were evident even when adjustments 
were made for a wide range of potentially confounding social, demographic and 
behavioural variables. 

The above pattern of results, suggests two important conclusions for shared future 
directions in alcohol and other drug policies: (i) a major focus on universal, whole of 
population interventions targeting the use of legal drugs by people of all ages and (ii) 
targeted interventions on high risk families and young people to reduce later 
adolescent use of illegal drugs. Both of these directions should yield reciprocal 
benefits in terms of reducing rates of risky use and harm of both legal and illegal 
drugs. These arguments and their implications have been developed in far greater 
detail elsewhere (Loxley et al., in press). Clearly, the concept of Risk Reduction 
should be expanded beyond a concern with amounts consumed and levels of 
intoxication. 



CONCLUSIONS 

The theme of mutual influences between alcohol policy on the one hand and illicit 
drug policy on the other has been briefly explored with particular reference to the 
related concepts of Harm and Risk Reduction. While the term Harm Reduction has 
emerged from the illicit drugs field in the past twenty years and is frequently applied 
to alcohol policy, in most instances the yardstick of not necessarily requiring reduced 
alcohol use does not usually apply but there are still some potentially important 
examples of Harm Reduction to be recommended in modem alcohol policy. In most 
instances, there has been little progress with their implementation. It has been argued 
that the concept of Harm Reduction does not in isolation offer an alternative 
conceptual basis though it does have a small place alongside universal or whole of 
population approaches to reducing risk and harm. Rather than just considering 
whether the alcohol and illicit drugs fields have had reciprocal influences on each 
other it has been suggested that there are significant developments in relation to 
understanding common risk and protection factors for both these problem areas as 
well as others from the fields of mental health and crime prevention. 
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FROM TEMPERENCE MOVEMENTS TO STATE 
ACTION: AN HISTORICAL VIEW OE THE ALCOHOL 
QUESTION IN INDUSTRIALISED COUNTRIES 



Key words: alcohol, temperance movements, alcohol policy in industrialised 

countries 



It was only in industrialised countries that social mass movements developed pointing to problems related 
to the consumption of psychoactive substances and demanding self reform and social reform. The 
temperance and abstainer movements aiming at the reduction and eradication of alcohol consumption are 
the most prominent examples and the United States are the part of the industrialised world were the 
most powerful anti-alcohol organisations were established in the course of the W* century. The national 
states more or less hesitantly took over the request of the movements and transformed them according to 
their own interests and their own stmcture and societal position. Three stages are discussed: the alcohol 
policy of the total nation-state predominating before WWII, the alcohol related measures of the national 
welfare state developing after WWII and the state reactions to alcohol and other drug related problems at 
present, at the time of “globalisation”, when the nation state is loosing power. 



1. INTRODUCTION 

A symposium on alcohol policies will not astonish too many citizens living in 
industrialised countries today. That drinking is linked to a variety of problematic 
consequences, which need to be addressed by appropriate state measures, is taken to 
be self-evident in this part of the world. Yet, such was not always the case. 100 years 
ago, when the Swiss Institute for the Prevention of Alcoholism and Other Drug- 
Related Problems was being founded, the public responsibility for dealing with 
alcohol-related problems had just been established. And it still was rather novel 
about 30 years later, as illustrated by the considerations presented below. They are 
taken from the novel “Matto regiert” (“Matto rules”), by the Swiss author Friedrich 
Glauser, published in 1936. “Matto regiert” deals with murder in a mental asylum 
inhabited by the ghost of Matto, who rules the world and is able to bring about war 
whenever he wishes. The vice director of the asylum. Dr. Laduner, a psychiatrist 
trained in psychoanalysis by August Aichhorn in Vienna, frames the alcohol 
question in one of his talks to the police detective Studer investigating the murder: 

“In the asylum we have three cases of chronic alcoholism. One of the cases, a man, now 
forty years old, lost his job because of inebriety. He has given seven children to the 
world, all of them alive, the state has to maintain his wife and children and has to pay 
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for the man here. The second case: a handy-man, with the familiar wage of eighty 
Rappen an hour, who married because he too wanted something of what we call life 
today, that is a place to call home and a woman who belonged to him. Eighty Rappen an 
hour doesn’t get you far. The man was orderly, at first; his wife as well. Three children. 

He didn’t have enough. The man went boozing, the wife went laundering. Two more 
children. Snaps is the cheapest. Batziwasser is twenty Rappen a glass. Could he be 
expected to drink Waadtlander, for five Franks a bottle? Not really, could he? The man 

had a home. The burden became too heavy, he wanted to forget Is it possible to force 

men to always face their misery? I don’t know. The gentlemen of the welfare office are 

convinced, they have their wages I don’t want to go too far But Batziwasser isn’t 

healthy, can lead to a splendid alcohol delirium, and that’s just what happened. The 
result? The man is here, his wife is supported by a small benefit from the municipality, 

the children live on the breadline And the third case is even sadder Let’s pass it 

over, it would only repeat the first two. In short, in the third case five children. The 
municipality and the state care for them. Work it out, Studer: seven children in the first 
case plus five in the second and five in the third. That makes seventeen children, and 
also six adults, who also have to be cared for...” (1989; 100-101). 

The most interesting part of the extract above with regard to the topic of this 
paper relates to the duty of the state to care for the alcoholic as well as for his wife 
and children. The state is considered to be responsible for the fate of its citizens even 
if they have been behaving in an irresponsible way, such as drinking too much. 
However, the extract also illustrates that the societal responsibilities were perceived 
as a burden and that the attribution of responsibilities to the individual on the one 
hand and to the state on the other were not easily separated. To put it another way: in 
the 1930s in Switzerland it was still not entirely self evident for the state to take 
responsibility for drunkards and their families. This leads us to the first phenomenon 
mentioned in the title: to the modern temperance movement in industrialised 
countries that emerged at the turn of the eighteenth century and lost its influence, at 
the latest, after World War II, i.e. 150 years later. 

2. THE TEMPERANCE MOVEMENT 

The modern temperance movement in industrialised countries is to be understood, 
among other things, as a movement establishing the general public awareness of and 
responsibilities for alcohol-related issues. We know that the temperance movement 
was supported by different interest groups, and also taken up by old status groups 
and other modern social movements, which always understood how to hijack the 
alcohol question in order to further their own interests. In some countries, the old 
aristocracy tried to retain their economic privileges and their social status by 
accusing the rising classes of irresponsible drinking (Gusfield, 1963; Eisenbach- 
Stangl, 1993). In other countries, the bourgeois classes presented their way of life as 
a model to the workers. The Swiss historian Jakob Tanner talks about the 
propaganda for such “new, genuine bourgeois concepts of order as cleanliness, 
hygiene, rational lifestyles, frugality and time discipline”, used to enforce moral 
standards centred around factory work (Tanner, 1986). 

Just as the bourgeois classes used temperance to make workers more disciplined, 
and thus more profitable, women used sobriety in attempts to make their husbands 
more disciplined and profitable (Levine, 1980; Appelt, 1991). Some of them later 
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joined the women’s rights and suffrage movement and tried to gain political power 
for themselves. Others extended the fight against alcohol to the bars and to 
everything that kept their husbands out of the home and spending money outside the 
home. This, at least, is the well described case of the United States; yet, women 
became active against alcohol in other countries, too (e.g. Anderson 1992). 

Temperance was linked to emancipation not only in the case of women; the 
abolition and workers movements also often overlapped with it. The socialist 
movement ultimately discovered temperance as a step on the way to a better society 
- a more egalitarian consumer society, as Sulkunen (1997) puts it. And those who 
opposed the socialist movement explained social problems not in terms of societal 
structures but from the perspective of biological heritage - that is mainly the soiling 
of the race - and began to appreciate sobriety as a means to improve the quality of 
the physical equipment of their race and thus its position in the fight of the fittest. 

Many social movements devoting themselves to sobriety tried to contribute to 
the building of the nation (Levine, 1980; Sulkunen, 1997, 2002). Thus, the fight 
against alcohol was also linked to xenophobia - the downside of nationalism. 
Minorities and immigrants were accused of drinking in an uncivilized way and were 
suspected of inducing - to their advantage - the natives to drink excessively 
(Gusfield, 1963; Eisenbach-Stangl, 1993). And in many counties - especially in 
mainly Protestant lands - temperance became a concern of the church and of 
religious movements aiming to improve both the sinful citizen and society as a 
whole (Gusfield, 1963; Fahrenkrug, 1984; Olson, 1986; Eriksson, 1990). 

Temperance concerns were therefore combined with all major modern social 
movements and their ideologies, concerning class, gender, nationality, ethnicity and 
religion, and also with the social interests and conflicts they expressed. In the special 
case of the United States, all major interests and conflicts were articulated within the 
temperance movement itself, which thus became the most powerful social 
movement of modern times. Yet, regardless of whether temperance was thought to 
be the main cure of social problems, or merely a means among others in the pursuit 
of societal and personal happiness, the movements concerned with temperance 
increasingly demanded the state to intervene according to their proposals. And they 
were successful. The Swiss temperance movement, for instance, formulated a 
petition to the federal government in 1882, which was answered in 1885: a partial 
monopoly on spirits was established and the so-called ‘AlkoholzehnteT introduced, 
with the effect that 10 percent of alcohol-related tax revenue had to be spent on 
prevention (Tanner, 1986). The Austrian temperance movement later took up the 
Swiss demands, but was only able to elicit appropriate alcohol-related state action 
during the first decades of the twentieth century (Eisenbach-Stangl, 1991). 

It was, of course, nothing new for the state to intervene in ‘intoxication issues’. 
For instance, the import of tobacco and coffee had been prohibited or strongly 
restricted in many countries in earlier centuries. In the seventeenth century. King 
James I of England raised the duties on tobacco by 4000% - with the effect that 
smuggling spread rapidly (Austin, 1981). Although state intervention during the 
seventeenth century was a ‘top down’ phenomenon, so to speak, in the nineteenth 
century it took the opposite direction, i.e. ‘bottom up’. Social movements demanded 
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that the state respond. The state, however, was quite often not so eager to oblige, 
even though intervention could serve its own interests, as historical lessons taught; 
for instance, King James very quickly replaced the high duties on tobacco by a 
profitable monopoly. Today we know that state intervention in the field of 
intoxicants did serve more than fiscal interests, that it also promoted centralisation, 
strengthened bureaucratic power and provided the state with opportunities to 
develop control measures for intervening in the everyday life of its citizens. 

Yet, it was not only the direction of the societal action that had changed, but also 
its principal agent: the character of the state at the end of the nineteenth century was 
fundamentally different from that of earlier centuries, its power no longer curtailed 
by the church. Instead of being doubted in the name of God, the state itself had 
become the focus of beliefs. The ideologies developing at the end of the nineteenth 
century increasingly assumed a religious character, and amidst the so-called 
‘political religions’ the state became the principal source of hope. The respective 
transformations taking place at both an ideological and a practical level were 
favoured by the shortcomings of the liberal state in solving the acute economic crisis 
and the increasing societal conflicts expressed by the social movements (Hautmann 
& Kropf, 1974; Ley 1999). The changed character of the societal power structure 
intervening with regard to alcohol-related issues informed the character of the 
actions taken, and deserves closer examination. 

3. THE TOTAL NATION-STATE AND TOTAL STATE RESPONSES TO 
‘INTOXICATION ISSUES’ 

The nineteenth century witnessed the creation of the nation-state. Those living 
within the borders of a state were conceived to be of one nation. Language, history 
and the arts, among other things, were used to present and confirm the common 
roots, the unity and the singularity of a nation. The notions of the ‘fatherland’ and 
‘motherland’ were born. The historian Schulze (1994) demonstrates that it needed an 
enemy to create a nation-state, that the perfect stimulus was a threat from the outside 
- from another state. In other words, the stuff that nations were made of contained 
xenophobia, and this had impact on the state - the worldly organ of the nation’s 
power. 

During the last decades of the nineteenth century, the nation-state changed from 
being an essentially democratic organ of power into an ‘imperial’ one. Patriotism 
developed, and democratic values and structures became gradually dissolved. 
During this period, the nation became absolute, nationalistic, totalitarian: “Du bist 
nichts. Dein Volk ist alles”, “La Prance d’abord”, “Right or wrong, my country” was 
the order, legitimising physical violence against enemies, non-believers and 
strangers both outside and, increasingly, also within the borders. “The often 
irrational feelings of threat and inferiority in the societal sphere, which shaped not 
only the public atmosphere but increasingly also governmental actions, were 
counterbalanced by feelings of superiority and of a mission, occasionally leading to 
missionary activities” (Schulze, 1994, p. 269). During the period of the two world 
wars, the imperial nation-state was finally transformed into the total nation-state, 
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whose prevailing characteristics became the following: official totalitarian 
ideologies, centralised mass movements serving as uniform political parties, the total 
control of all means of compulsion and communication, the bureaucratic control of 
the economy by dirigisme, and its transformation into societal or state property. 

The state thus became active in respect to alcoholism when its societal and 
political position became central, when it became at first imperial and later 
totalitarian towards both the exterior and also the interior. Through the formulation 
and enforcement of alcohol-related controls, the state intervened in the economy and 
in the private lives of its citizens - in their pleasures, their desires and their 
sufferings - and expanded its responsibilities in the realms of social order to 
individual discipline, health, wealth and happiness, as were thought to be threatened 
by drinking. The demands of the temperance movement, as well as the alcohol- 
related measures actually taken, mirror the development towards the imperial and 
total position adopted by the state. Production, distribution and consumption were 
increasingly submitted to state controls, though the divergence between the alcohol- 
related control policies of different industrialised countries remained enormous. 

The most extreme, and therefore the most interesting, examples of alcohol- 
related control policies are prohibition, the Bratt System in Sweden, and the policies 
of the Third Reich, which have never been ascribed a special name. In the case of 
prohibition, the policies were aimed at reversing the attitudes towards intoxicants 
that for millennia had been deeply embedded in the social structure, the culture and 
the main religion of industrialised societies, and eradicating their use (Levine, 1986; 
Hauge, 2000). The social and religious cult of inebriety was to be transformed into a 
social and religious cult of sobriety, of the total renouncement of a pleasurable habit 
on the part of all citizens for the sake of the nation and of new immanent and 
material values. 

In the case of the Bratt System, the state action was total in another way: on the 
surface it aimed at the complete control of individual drinking, and more profoundly 
focussed on moral education. Those behaving orderly and in accordance with the 
requested norms received the alcohol ration which had been especially designated 
for them in advance; those who did not, lost it, and were compelled to undergo 
intensified education. Through the Bratt System, and thus through alcohol-related 
controls, the country as a whole seems to have been partially transformed into a 
‘total institution’, as Goffman (1961) defined it: “Their encompassing or total 
character is symbolized by the barrier to social intercourse with the outside and to 
departure that is often built right into the physical plant ....”. Moreover, all the types 
of total institutions mentioned by Goffman (1961 p. 16) seem to have been realised 
at a single stroke: institutions established to care for persons felt to be incapable of 
looking after themselves and/or to be a threat to the community; institutions to 
protect the community against what are felt to be intentional dangers to it, 
institutions purportedly established the better to pursue some work like task and 
establishments designed as retreats from the world even while often serving also as 
training stations for the religious. 

As regards the Third Reich, it might be better to talk about a race-state instead of 
a nation-state: the sacred entity was the Aryan race, and the value of individuals was 
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judged accordingly - their drinking being no exception. Those whose alcohol 
consumption appeared to be disquieting but whose biological heritage was thought 
to be worthy were considered to be curable and were submitted to treatment. 
Excessive drinkers who were diagnosed as ethnically inferior were considered to be 
incurable and were excluded: in practice, they were sterilised and sent to labour 
camps. Since the Aryan race was thought to have been soiled for centuries, and 
accordingly judgements based on pure racial characteristics impossible, the 
diagnosis or selection was based on the capacities and readiness of the individuals to 
conform and to achieve. The alcohol policy of the Third Reich was thus total in its 
exclusion of deviant individuals, and rejected supply restrictions, although supply 
restrictions were introduced in the war - although not for the army (Hamann, 1996; 
Hauschildt, 1997). 

Switzerland during this period proved to be a moderate country with regard to 
totalitarian policies, including alcohol controls. There was an element of prohibition, 
an element of education and one of exclusion, but all elements were modest. 
Prohibition only concerned absinth - the ‘fee verte’ of the Erench-speaking 
population. Eahrenkrug (1993, 1995) studied the process of stigmatisation of this 
beverage, which was forbidden in Switzerland by democratic vote in 1908 - years 
before Erance. In 1938, a penal law was enforced which allowed for the sending of 
‘Gewohnheitstrinker’ (habitual drinkers) to alcohol asylums, in cases where they had 
committed a crime connected to their drinking habits. Imprisonment could be 
suspended in favour of compulsory treatment and remitted if the offender was cured. 
As Klingemann (1986) put it: the hidden aim of the law was to control those 
inclined towards an ‘immoral life’ - a ‘liederliche LebenswandeT as it was the 
termed in German - and to improve them by compulsory treatment for alcoholism. 
Incidentally, treatment at this time was already professionalized: a modern treatment 
system had been built up from the middle of the nineteenth century, including 
residential and out-patient care and patient clubs, based on professional methods 
and serving as a model for German-speaking countries at least (Klingemann, 1992). 

4. THE WELEARE STATE AND ITS DOUBLE FACE 

After 1945, alcohol policies are known to have changed direction, and now 
concentrated on deviant individuals. As many studies illustrate, the treatment of 
those perceived to be problem-drinkers increased in all industrialised countries (e.g. 
Makela et al, 1981). In some countries treatment was mainly compulsory, in others 
mainly voluntary; in some it was mostly organised in the private sector, in others it 
was mostly public; in some countries - as in the United States - it was based on self- 
help models, whilst in others - as in European countries - it was based on 
professional concepts. At first sight, the state seems to have been purified and 
reformed: from a total nation-state, a sacred entity of far greater importance than its 
individual citizens, to a welfare state working as a provider of manifold services. 
However, as usual, appearances are misleading. 

The temperance movements had been successful in establishing public 
awareness and responsibilities for alcohol-related issues. The state had taken over. 
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and the temperance movements - having lost their attraction and their social weight 
during the period of the two world wars - after 1945 accordingly expired. Yet, the 
state had not only taken over alcohol issues, it also took over the social conflicts to 
which the alcohol issue was linked. The total nation-state had suppressed the major 
social conflicts in the name of a superior entity; the welfare state compensated, 
neutralised and de-differentiated these conflicts (Eisenbach-Stangl, 1999). Treatment 
proved to be a good means in this process: it allowed the respective problems to be 
ascribed to vulnerable individuals and scientific theories to be developed explaining 
their vulnerability in terms of social, psychical and biological causes. The alcohol 
question had first been successfully delegated by the temperance movements to the 
state, and now it was being delegated by the state to the experts. 

The majority of citizens seem to have appreciated this political solution: 
otherwise it would not have worked. The new perception of alcohol-related issues 
and the morals linked to it had been taken over by the individual citizens. As a 
result, the system of treatment continuously expanded, and became increasingly 
diversified. At least on the surface, alcoholism had become an illness related to 
individual problems and stimulating those suffering to look for an appropriate cure. 
The solution was to be approached from the perspective of the consumer, as 
Sulkunen (2002, p. 81) expressed it: “Responsibility should be placed on the 
individual, and the state’s role is to wake the consumer’s own interest in protecting 
their health”. 

The welfare state was less permissive behind the scenes. Parallel to the 
expansion of the treatment system for alcoholics, an increasing number of 
regulations, decrees and laws were enforced which restricted or even prohibited 
alcohol consumption in connection with specific activities or on specific occasions. 
The most prominent regulations concern drinking and driving, others concern the 
workplace, and all of them are continuously tightened up and diversified. Those who 
violate them are often indirectly forced into treatment. Seen from another 
perspective, an increasing number of the patients of the treatment system do not 
come forward voluntarily, though they are not treated ‘compulsorily’, in the usual 
sense of the term. The state behind the scenes and with its caring face for consumers 
thus remained involved in the expansion and enforcement of individual discipline in 
the interests of the economy, the state itself and society as a whole. 

The alcohol-related controls of the welfare state impinged on the private, 
individual sphere - possibly even more so than previous measures, since 
consumption was not directly restricted. Therefore, one should assume that they 
settled alongside consumer desires and colonized the ‘Lebenswelt’. Alcohol 
consumption consequently served to fulfil a personal wish to drink, but also led to 
anxieties over self-reliance and health; it responded to social pressures to drink, but 
also to those to refrain from drinking in order to avoid problems. In other words, 
drinking increasingly became shaped by contradictions. 

One good example to illustrate these contradictions and their inherent confusions 
is the attitudes of Austrians towards the BAG level of 0.08 percent introduced in 
1960 for “drinking when driving”. A survey carried out 20 years later examined 
respondents’ knowledge of this level. Two thirds of those questioned knew the BAG 
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level, and less than one quarter knew the ‘permitted’ number of drinks. More than 
30 years later, in 1993, acceptance was quite high and knowledge about the level 
had improved substantially (98% were informed), although consumption itself was 
still guided by different principles: almost one quarter admitted having violated the 
regulations at least once in their life and 6% during the previous 3 months (Uhl & 
Springer, 1993). Five years later, the BAC level was reduced to 0.05 percent. 

The example given above also addresses the reasons for the crisis in the welfare 
state: in taking over most social conflicts and problems, it had to deal with their 
enforcement and therefore with their internalisation by the individual citizens. 
Moreover, the welfare state even became active with regard to the definition of the 
problem, as Barbara Lucas (2001) puts it, and the solutions offered consisted mainly 
of bureaucratic and professional means that were far removed from everyday life. 
For this reason, the welfare state consequently became vulnerable itself. 

5. THE END OF DELEGATION? TOWARDS RISK MANAGEMENT 

If the conflicts and problems are taken over by the state, then the state itself becomes 
vulnerable to reproach. In the field of addiction, the policies relating to illegal drugs 
are the most prominent example of such a process. Yet, further examples can be 
found in respect to alcoholism, often concerning treatment - the most prominent 
branch of alcohol control policies after World War II. Treatment is expensive and 
uneven; it comes late and is ineffective; it deals only with illness, not with health; it 
applies to only a tiny part of all alcohol-related problems. State intervention in 
industrialised countries has consequently changed over the last two decades, and the 
new type of controls taking shape on the horizon can cautiously be termed ‘risk 
management’ . At the same time, the social conflicts and problems linked to alcohol 
have become less neutralised and more articulated. 

The philosopher Heintel (1998) comments positively on the changes in state 
intervention. He states that the delegation of conflicts to the state was superior to 
their private resolution, as it meant subsumption to general rules, and thus 
abstraction. (One also could talk about the superiority of universalism over 
particularism.) However, the delegation to the state also brought high costs: 
individuals were expropriated of their conflicts, and became detached from their 
emotions linked to these conflicts. Individuals consequently became handicapped, if 
not even incapable of dealing with their emotions and of solving their problems in a 
socially competent way. The withdrawal of the delegation to the state therefore 
contributes to the empowerment of the citizens. If Heintel’ s considerations are 
transferred to the alcohol issue, it becomes apparent that in the period of the total 
state, as well as that of the welfare state, citizens were submitted to powerful 
organisations which, besides controlling and supporting them, also disempowered 
them. They first became moulded elements of larger units, and later turned into 
patients and ignorant violators of common rules. Under these premises, self-control 
and self-change - on an individual as well as an organisational and regional level - 
had to remain utopian concepts. 
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Nevertheless, self-control and self-change become important concepts within a 
society and a state interested in risk management. Risk management also relies on 
individual empowerment, including the right to decide how to manage through to 
the right not to manage or to take the risk. Yet, as Heintel (1998) pointed out, in 
order for the shift of responsibilities from the state to the citizen to function it has to 
take place voluntarily. What one can actually observe is mostly the opposite: there 
are shifts taking place only on the surface. Alcohol prevention, for instance, is still 
determined by the state, although it increasingly appears in a new, individual guise. 
In the case of other shifts, the citizens have not been asked in advance and 
presumably do not agree. The privatisation of treatment is an appropriate example. 
The political discussion concerning those areas in which a shift would be favourable 
and those in which state intervention should be retained or even extended is 
generally lacking. Instead, those in favour of state intervention stand up against 
those in favour of raising responsibilities on less aggregate levels. And the growing 
tensions are accompanied by increasing social conflicts and by a reawakening of 
social movements dealing with alcohol issues. Are we simply regressing to the 
situation before Matto? 

We cannot go back; we have changed over the last 100 years. Besides state 
controls, self controls with regard to drinking have evolved. We are no longer able 
to drink as the Greeks did at their Symposia or as those living in the North American 
colonies described by Levine (1986). Even the southern European “wine eaters” are 
going to die out. This is one argument in favour of shifting selected responsibilities 
to smaller entities than the national state. Another argument of equal weight 
concerns the development of supranational structures with even greater powers, 
known as ‘globalisation’ : countries with soft alcohol controls now have to deal with 
countries with tight controls or even with prohibition, i.e. total controls. Within the 
same process, alcohol control policies are confronted with drug control policies still 
in a totalitarian state or in the state of Planwirtschaft, as Scheerer (2001) expressed 
it. In this conflict-prone development, humble solutions - and that includes solutions 
for smaller entities - become increasingly necessary. Switzerland may serve as an 
example in this respect, too. The political autonomy of the cantons has enabled the 
establishment of a range of control systems for legal and illegal drugs, and the 
development of surprising and innovative experiments. 

Glauser and his heroes Matto and Doctor Laduner also provide us with a motto 
for humble change. On the last pages, Laduner again talks to the policeman Studer: 

“ ‘Where does Matto’s empire end?’ asked the doctor softly. ‘At the palisades of the 
asylum Randlingen? You once spoke about the spider being on the watch in the middle 
of her net.. .The threads reach further. They reach over the whole world. ... Matto throws 

his balls and paper garlands You might consider me to be a poetical 

psychiatrist That would not be bad We do not want much.. ..To bring a small 

piece of reason into the world.... Not the reason of the time of the French 
Enlightenment, but another kind of reason - that of our time... The reason that like a 
lantern would be able to light the obscure interior and to elucidate a little... To scare 
away the lie a little To push aside the big words: duty, truth, honesty... To make us 

more modest ’ ” (1989; 191) 
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REDUCING DISCURSIVE COMPLEXITY: THE CASE 
OE ALCOHOL POLICIES IN EUROPE (1850 - 2000) 



Key words: alcohol policy, discourse analysis, welfare state, comparative 
history, European countries 



Abstract: Since the end of 19* century, alcohol policies have passed through three main phases: in all the 
western European countries, the interpretation shifted from moral redemption and public order to medical 
concern and, more recently, risk prevention. This evolution of alcohol discourse can be understood as a 
process of reduction of discursive complexity, i.e. articulation of some elements and exclusion of others. 
This process can be related to the changing place and role of the state in the welfare system: keeping 
social order in a minimal intervention logic, then providing reparation of damages in a centralised and 
planned way, and finally, promoting public health through the creation and co-ordination of policies 
networks. In order to illustrate that point, the first part of the paper describes the diffusion of temperance 
discourse at the turn of the century and the elaboration of the first political frame (1830-1930). In the 
second part, we discuss the way the disease model became hegemonic and resisted to challenging 
interpretations (1930-1975). In the third part, we observe the coming out of the public health model and 
the opening of a new discursive conflict (1975-1990); more recently (from the 1990s), we may see a 
redefinition of discourses and coalitions around the new concept of harm reduction. From the liberal state 
of the 19* century to the contemporary “network society”, still one question remains: does the policy 
making institutions and the democratic claims really support a more opened discursive space? 



1. INTRODUCTION 

Why all this noise about wine and strong drink? The year is 1772, and the 
remark comes from Benjamin Rush, one of the founders of American psychiatry. 
(Rush, 1772: 22)*. Rush’s remark anticipates future criticisms, revealing the 
consensus prevailing at the time. For until the late 18* century, alcohol was seen in 
positive terms: as a valuable medicinal product, an important element in social 
rituals, a nutritious substance, a “good creature of God”. Neither the steady increase 
in the amount of alcohol consumed, nor the frequent incidence of public 
intoxication, appeared to give rise to any concern in American or European society 
(Levine, 1978). Symbolically, Rush’s observation thus launched the debate on 
alcohol policy, both in the United States and in Western Europe. 

When we look at how this debate unfolded, it is immediately apparent that, 
throughout Europe, there were striking similarities in the way the central issue was 
transformed over time. Initially, the focus of concern was the excessive drinker, the 
drunkard. Then, in the second half of the 19* century, the drink out-shadowed the 
drinker: all Europe was now concerned about the alcohol question. After the Second 
World War, however, alcohol vanished as a theme in itself, to be replaced by the 
alcoholic - a person suffering from a now defined illness. Later on, in the 1970s, a 
rival campaign was launched, based on the general concept of public health. 
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Whereas at the beginning, the focus was on total consumption, alcohol policy 
throughout Europe has tended more recently to look at the issue in terms of alcohol 
related problems or risks. 

In order to demonstrate the importance of this interpretative processes in the 
transformation of alcohol policies in Europe, I propose to link public policy analysis 
with discourse theory. Maarten Hajer (1997, 2003) and Carole Lee Bacci (1999) are 
among the few theorists on the contemporary scene who have attempted to do this. 
For the most part, research in the two fields has run in parallel. On the one hand, 
public policy researchers have been increasingly concerned, since the 1980s, by the 
role of ideas in the policy-making process (Busch&Braun, 1999). The so called 
“cognitive approaches” (Muller&Surel, 1998) stress the importance in public policy 
of “paradigms” (Hall, 1993), “belief systems ”, (Sabatier&lenkin-Smith, 1993 ; 
Sabatier, 1998) or “referentiel” (Jobert&Muller, 1987; Faure and al. 1995). These 
new approaches to public policy underline that what is at issue is not only a matter 
of problem solving, but also, and perhaps more significantly, a matter of 
constructing meanings. However, there is no reference in this literature to discourse 
theory, nor is any use made of discourse analysis. 

On the other hand, discourse theorists have increasingly been addressing 
themselves to social and political issues. As Nancy Fraser (1997: 154-155) explains, 
in the structuralist model (put forward, among others, by Lacan) language was 
studied as a symbolic system or code - abstracted, that is, from practice and context. 
In the current, more “pragmatic” model, language is considered at the level of 
discourse, as a historically specific social practice. Fraser (1997: 152) argues that, by 
investigating discourse in these terms, we can address four general political issues: 
the way social identities are fashioned and altered; how, under conditions of 
inequality, social groups are formed and dissolved; how the cultural hegemony of 
the dominant group is secured and contested; and, finally, what prospects there are 
for emancipatory social change and practice. This model is apparent in the work of 
Michel Foucault and Pierre Bourdieu, and more recently in Laclau and Mouffe’s 
New Theory of Discourse (Howarth, 2000). However, these works focus principally 
on general political and sociological issues, and do not address the specific field of 
public policy. 

By drawing on both public policy research and discourse analysis, I will seek to 
show how a field of public policy, such as that relating to alcohol, can be framed as 
a conversation. As Jane Jenson (1989: 238) puts it: 

The terrain on which actors struggle for representation is the universe of political 
discourse, a space in which socially constructed identities emerge in discursive struggle 
(...) At issue are conflicts over the representation and reproduction of power relations 
based on difference. 

Focussing on the similarities between countries, my intention here is to give an 
account of the way in which alcohol policy discourses developed and were 
transformed over time in Europe. In order to understand this common shift, I 
propose to explore two hypotheses. First, I suggest that the dynamic in the European 
discourse on alcohol has to do with the evolution of the welfare state. I argue that 
there is coincidence, in terms of discursive structure, between the development of 




B. LUCAS 



73 



alcohol policy and the changing forms of welfare in Western Europe, as far as 
relations between state and society are concerned. In brief, we can observe a shift 
from subsidiarity to planning, and thence to networking in public policy 
(Butschi&Cattacin, 1994; Cattacin&Lucas, 1999; Willke, 1991, 1992; Freiburghaus, 
1991; Morand, 2000). Inspired by system theory, the authors cited here are mainly 
concerned with the issue of managing societal complexity (Papadopoulos, 1995). 
Following Willke (1991), we may say that this complexity is ignored by the 
“subsidiarity state”, drastically reduced by the “interventionist state”, and recognised 
and organised by the “reflexive state”. This historical perspective is based on a 
functional interpretation of change: as society grows in complexity (Luhmann, 
1982), so the welfare state has to change, as each successive model of state 
intervention is confronted with its limits. 

My suggestion is that we should understand this process of policy making in 
terms of discourse: as a political debate that aims to deal with discursive complexity. 
And this leads to my second hypothesis: as far as the structure of its discourse is 
concerned, the development of alcohol policy has been characterised by a permanent 
process of reducing complexity. Thus what we need to understand more precisely, 
when considering the evolution of the Welfare state, is the way in a which a given 
discourse becomes hegemonic in a particular historical context: the way in which it 
contributes to fixing power relationships at a discursive level, and thus to 
maintaining the social order. 

This occurs first through the articulation of alternative discourses or elements of 
discourses. Articulation has been described by Faclau&Mouffe (1985: 105) as “any 
practice establishing a relation among elements such that their identity is modified 
as a result of the articulatory practice.” It occurs also thought the exclusion of 
alternative discourses. In the process, the three faces of power are revealed (see 
Fukes, 1973). For exclusion can be the result of an open conflict that ends up with a 
winner and a loser, but “power may be, and often is, exercised by confining the 
scope of decision making to relatively safe issues” (Lukes 1973: 18). And finally, 
“the crucial point [is] that the most effective and insidious use of power is to prevent 
such conflict from arising in the first place” (op cit.: 23). 

I argue that the way in which the frame of reference for alcohol policies in 
western Europe are formulated can be explained as a result of certain shared 
practices of articulation and exclusion. If the construction of a hegemony is 
threatened by discursive contest, new strategies will be deployed in the field of 
discourse in order to preserve the existing power relationships. The common 
recourse to this kind of discursive strategy in Europe may help to explain the relative 
consistency of alcohol policies. Their different timing and content will depend on 
the relative success of these strategies. 

My approach to social policy could be qualified as relational (Donati, 1991), in 
the sense that the object of research is not defined a priori. “The field of alcohol is 
identified by the limits of its effects or, in other words, by the network of relations 
that it produces”, Butschi&Cattacin (1994: 42, my translation). In relation to a 
given social policy field, this implies a shift in focus from the welfare state to the 
welfare society or (according to Evers, 1990) the welfare mix. This perspective 
allows us to characterise the relations between actors of different types (public or 




74 



REDUCING DISCURSIVE COMPLEXITY 



private) and to consider the emerging effects of the relationship itself. Just as it is 
possible to identify a political field, so, I believe, it is possible to identify a 
discursive field, which reveals a particular distribution both of discourses and of 
power relations (see Bourdieu, 2000). From a relational perspective, a given 
discourse is definable only to the extent that it is part of an environment in which it 
can be identified in relation to the number of past, present or even future discourses. 
Following Hajer, I understand discourse as: 

a specific ensemble of ideas, concepts and categorisations that are produced, reproduced 
and transformed in a particular set of practices and through which meaning is given to 
physical and social realities” (Hajer, 1997: 44). 

We can study the way in which discursive hegemony has been constructed, and 
challenged, in the field of alcohol policy in Europe by considering two dimensions 
that in each country concerned link the characteristics of the welfare state to those of 
the alcohol policy debate: (1) The discourse formulation process', who are the actors 
that formulate discourses about alcohol and, more specifically, who are the actors 
that formulate the political frame of reference? To what extent is this an open 
process? What are the rules of discourse formulation, and what do they tell us about 
the relationship between State and society? (2) The discursive context: what is the 
structure of the discursive field of alcohol policy? what is the global frame of 
reference, in term of social policy the so called “referentiel global” (Jobert&Muller, 
1987)? Is the discourse “institutionalised”, i.e. translated into rules and practices 
(Hajer, 1997)? 

Methodologically, the analysis is based on a comparison of thirteen European 
countries (Austria, Denmark, Einland, France, Germany, Great Britain, Italy, the 
Netherlands, Norway, Spain, Sweden, Switzerland and Portugal), in which I look, 
on the one hand, at similarities in the structuring of the discourse in each case, and, 
on the other, at policy design and policy network. I should emphasis that in this 
chapter I present only the preliminary results of an ongoing research, with a view to 
supporting a theoretical exploration which I assume may be of interest to anyone 
concerned with alcohol research, public policy or discourse analysis^. I have aimed 
to reconstruct at a meso-level the common discursive field among these countries, 
on the basis both of secondary literature and some significant sources. For this 
purpose, I have taken into account published speeches and writings, but also 
material relating to the concrete practice of actors (such as information about a type 
of treatment). I have considered both types of sources from the point of view of 
discourse, aiming to infer from them a global framework for interpretation. From 
this perspective, discourse must be understood as an “ideal typical” construction. 
My account of the organisational characteristics of alcohol policy is based on 
information about policy networks and institutions in the alcohol field in each 
particular country, and focuses especially on the relationship between state and 
society (see also Cattacin&Lucas, 1999). 

I organise my argument following three main historical phases. For each, I start 
considering social policy as a whole and then the specific alcohol question. I first 
argue that the diffusion and transformation of the temperance discourse fits the 
model of subsidiarity (I). In the second part (II), I argue that the hegemonic 
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construction of the Disease Model fits the institutional setting of the interventionist 
welfare state. Finally (III), 1 argue that the recent focus on “alcohol problems” - as 
part of a more general discourse on public health - fits the new tendency towards 
networking (III). I suggest that after the total consumption model which came out in 
the 1970s, the notion of harm reduction may soon become the focus of a new 
hegemonic discourse on alcohol policy. In the conclusion (IV), I summarise the 
main historical developments, and question an assumption often made in the 
literature about new forms of governance: do the new policy network designs and 
the role of the state in providing information and inciting change really lead to a 
more open discursive space? 



2. CONSTRUCTING HEGEMONY IN THE CONTEXT OF SUBSIDIARITY: 
THE TEMPERANCE DISCOURSE (1830-1930) 

If one were allowed only one criterion to mark the birth of a distinct era in the 
19* century in Europe, it might be, as Polanyi (1983) has argued, the advent of 
liberalism, as manifested in the differentiation between the political and the 
economic systems, and the idea of self-regulation. The term self-regulation refers to 
the regulation of the economy by the market, i.e. by the price mechanism. Moreover, 
the operation of a free market economy entails a “market society”: one in which 
there are markets not just for goods, but also for land, labour and capital. The 
relations between the political system and the economic system are based on the 
principle of non-intervention and the guarantee of self-regulation. Nothing should 
disturb the workings of the market, and, in particular, there should be no state 
interference in the mechanisms of price, supply and demand. “Only policies and 
measures which contribute to assuring the self-regulation of the market in creating 
conditions which make the market the only organisational power in economic 
matters are suitable” (Polanyi, 1983: 104, my translation). 

Following the logic of economic policy, this liberal vision presupposes that 
society, too, be self-regulating. But some persistent enigma, an anomaly, would 
reveal soon the specificity of the social. In practice, this anomaly took the form of 
pauperism (Castel, 1995). The negative effects of industrialisation - the 
disorganisation of a traditional way of life, brought about by the liberalisation of 
work and fluctuations in trade - were not compensated for by the advantages of a 
market free from restrictions. To the consternation of 19* century society, it 
appeared that pauperism was undeniably associated with abundance. 

In the light of the “social question” to which it gave rise, state intervention in 
society took on a new meaning: the liberal principle of self-regulation was now 
reinforced by the principle of subsidiarity, enshrined at the beginning of the 20th 
century in Christian social doctrine. According to this principle, the state or higher 
authorities should concern themselves only with those tasks that cannot be 
accomplished by inferior units. In other words, it circumscribed the central 
authorities’ sphere of competence. The well-being of the individual was the criterion 
by which every state action should be measured. State intervention was thus 
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legitimised by the incapacity of inferior social units to resolve social problems 
(Kissling-Naef&Cattacin, 1997). 

The first protective social measures taken in Europe were indeed carried out 
independently of the state. 19* century liberals devised a number of strategies (like 
charity, creation of mutual-help associations, patronage) meant for the working 
class, which soon became the main object of concern. But although it was 
recognised as a social problem, pauperism in the first instance was addressed in 
exclusively moral terms - see Castel (1995), and Ashford (1986), Rosanvallon 
(1989), Ewald (1996). Initially at least, the social contract proposed by liberal 
thinkers eliminated the need for a more global consideration of the way in which 
labour was organised. It was only with the establishment of the labour movement 
that the model of social protection, offered by a moralistic bourgeoisie that had an 
interest in securing social harmony without state intervention, was contested. The 
failure of this strategy of “assimilation”, which presupposed that the dominated 
classes would adhere to dominant norms, transformed the perception of the deviant; 
no longer repentant, he had become the enemy (Gusfield, 1967). Here, then, state 
intervention was legitimised by the requirement of social order. 

The state intervened in two ways to protect order in society. First, it employed 
the traditional threat - or practice - of violence (Freiburghaus, 1991). The principal 
role of the state was to guarantee public order through the use of a traditional police 
force. Measures of coercion or punishment were used against individuals whose 
behaviour was judged deviant. Generally speaking, the state responded to social 
problems by employing a strategy of exclusion, i.e. by recourse to mental asylums 
and prisons. As Castel argues, the establishment of liberal society coincides with the 
reactivation of total institutions: poorhouses, prisons, insane asylums or, in the case 
of England, workhouses. 

The use of these modern versions of internment, which were justified by the ideologies 
of reparation or recovery, was their solution” for the most resistant and desocialised 
groups. (Castel, 1995: 383, my translation). 

Legal measures represented the second means by which the state intervened to 
protect the social order (Freiburghaus, 1991; Morand, 2000). Here, the liberal state 
appears as the guarantor of certain liberties. The limitation of working hours, the 
establishment of a legal minimum age for working, or the setting of minimal 
hygiene standards in the late 19* century were the first signs that a notion of social 
citizenship was beginning to be practised (Cattacin&Lucas, 1999). Thus positive 
law, designed to establish a framework for economic activity, can be seen as the 
liberal state’s first instrument of systematic intervention in the social field. Generally 
speaking, however, the use of the law was for a long time identified with restraint or 
punishment (Morand, 2000). Following Willke (1991), we can say that the 
principles of both self-regulation and subsidiarity allowed the state to contain 
complexity in the economic and social systems and, in this way, limit public 
involvement in societal regulation once “social problems” where first identified. 

How, meanwhile, did the discourse on alcohol policy evolve? The first 
construction of the alcohol problem, like for other social issues, occured at the 
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“organisational level” of the civil society (Cattacin, 1996), through an important 
dialogue involving some churches, temperance movements, philanthropic 
associations, labour organisations, medical community, newspapers, but also 
industrial and commercial interests. In Germany, a bibliography is published in 
1904, listing the woks related to the moral, medical, scientific and social dimensions 
of alcohol and alcoholism and it contained no less than 504 pages! (Bynum, 1984). 
This dialogue, in which the state's role was extremely confined, gave rise to the first 
temperance discourse, which soon became hegemonic. But in order to keep its 
hegemonic position, the temperance discourse had to transform itself and build a 
new discursive alliance with the state: in its second incarnation (as the second 
temperance discourse) it called for public intervention, following the principle of 
subsidiarity. Inspired by temperance movements, the first policy designs also 
reflected the liberal model, with the state, in the name of public order, expanding its 
capacity for prohibition and repression. Let us look at these three points in more 
detail. 

During the 18* century, alcohol consumption was first interpreted as a problem 
through a moral discourse formulated by the Church, which stigmatised the “sin of 
drunkenness” or the “vice of drunkenness” and was mainly concerned with the 
redemption of drunkards. State intervention, meanwhile, was largely confined to the 
punishment of individuals (or tax raising). Alcohol abuse was not yet interpreted as 
a specific form of deviance, and drunkards were included in the general category of 
“poor”, “mentally ill” or “delinquent” individuals (Levine, 1978, Cattacin&Lucas, 
1999). The first temperance discourse went a step further, shifting the burden of 
responsibility from the will of the subject to the product, alcohol, itself, which was 
understood to generate compulsive behaviour. As a discourse which called for the 
regulation of the amount of alcohol consumption, temperance grew out of a 
combination of scientific (medical) and religious arguments. 

Actually, the growing discursive complexity of the 19* century was reduced by 
this very ambivalent and undifferentiated discourse, which could articulate a 
multiplicity of interests in an expanding discursive coalition. As Roberts (1985) puts 
it, temperance occupied such a prominent place on the social and political agenda of 
the 19* century precisely because it appealed to a great many people for a great 
many different reasons. At the same time, the first temperance discourse excluded 
the idea of state intervention - an option that still lacked legitimacy and therefore 
had no place in the argument, and ignored any alternative interpretation: as alcohol 
abuse was framed as a cause to social problems, and as social problems were framed 
as an addition of individual failures, it was difficult to argue that social inequalities 
or economical order where responsible for alcohol abuse. 

Let us consider first the articulation process that leads the first temperance 
discourse to extend the coalition around it, and then turn to the exclusionary process. 
The temperance discourse first relied on two concepts: addiction and abstinence 
(Levine, 1984). The articulation of those concepts allowed for the construction of a 
discursive hegemony that would help to preserve the social order in a changing 
society. The notion of addiction illustrates well the importance accorded to loss of 
control and to the annihilation of willpower. The counterweight to addiction, 
willpower, remained a key value in the discourse of religious people and manifested 
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itself in the practice of abstinence or sobriety. It was the discursive cohabitation of 
these two traditions that characterised the emergence of the temperance discourse: 
“The temperance press has always regarded drunkenness as a sin and a disease. A 
sin first, then a disease.” (National Temperance Society 1873, quoted by Levine, 
1978: 157). Besides appealing to doctors and churchmen, this concept also attracted 
aspiring entrepreneurs who were looking for ways to win success in an increasing 
competitive society. The first temperance discourse thus provided a means for the 
elite of the 19* century to assert their social legitimacy. 

Significantly, this first discursive coalition - initiated by a bourgeoisie that was 
concerned with its own self control - was able further to expand as a result of a 
second and decisive discursive articulation, in which the temperance discourse was 
linked to a more global frame of reference - the so-called “social question”. Alcohol, 
already recognised as the cause of individual dependence, was now identified as the 
cause of all the social problems confronting European societies. During this period, 
a causal link between “alcohol” and “pauperism” was established in various 
countries, like in the USA (Levine, 1984), Switzerland (Biitschi&Cattacin, 1994), 
Sweden (Rosenqvist&Takala, 1985), Germany (Spode, 1997), France (Mitchell, 
1987), Italy (Cottino, 1985) and Great Britain (Berridge, 1993). Henceforward the 
temperance discourse would address itself to the working classes, who now became 
the main focus of attention. From the early 20th century onwards, the notorious 
“alcohol question” in Europe was made synonymous with the problem of the 
consumption of alcohol by the lower classes (Roberts, 1984). 

What is very striking at this point is the undecidability or ambiguity of the first 
temperance discourse. What was its “real” meaning? Depending on the context and 
one’s perspective, it can be interpreted as a mechanism of social control or as a force 
for emancipation. This discursive ambiguity accounts for the two different readings 
of temperance history in the literature - one sympathetic, the other more critical 
(Robert, 1984). For example, we will see that the fear of degeneration that haunted 
the bourgeoisie was one motivating factor in prompting people to join the 
temperance movement; conversely, aspiration towards higher things and belief in 
human perfectibility inspired many among the working classes to rally to the same 
discourse. Thus a discourse that was generated by an elite in search initially of 
legitimisation, and subsequently of social control, would eventually be appropriated 
by the working class itself! 

For the Left was obviously confronted with a dilemma: on the one hand, it was 
bound to defend a programme based on the need for structural changes in the battle 
against pauperism. On the other, it agreed with the factual premise of the middle 
class temperance discourse - that there was an alcohol-related problem among the 
lower classes. In view of their concern about the problem, left-wing leaders were 
under pressure to come up with a solution to it. They fell back on the attitude that 
alcoholism was an individual moral failing, later on tempering this view with 
demands for regulation. This position, defined as “abstinent socialism”, came to 
dominate the European left (Roberts, 1985). 

Let us now turn to the way in which this first temperance discourse excluded 
alternative interpretations. What was true for the problem of pauperism was also true 
for alcohol-related problems: the solutions formulated at the beginning of the 19* 
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century adhered to the principle of societal self-regulation and individual 
rehabilitation. In the first place, it was mainly through the organisation of civil 
society that the temperance discourse spread. Temperance associations multiplied, 
first in Great Britain and the USA, and subsequently throughout the rest of Europe, 
particularly Protestant Europe (Makela and al, 1996). Second, it is clear that the 
discourses of the temperance movements were underpinned by a desire for social 
rehabilitation. Their principle of action was based on self-help: they advocated 
moral persuasion and the temperance pledge (Roberts, 1984). This motivation can 
also be seen in the practices of the first specialised care institutions, which were 
most often created by “temperance doctors” or those working in mental asylums 
where “moral treatment” was applied (Baumohol&Room, 1987). Thus, the solutions 
were prescribed exclusively at the level at which the problems were immediately 
manifest, namely at the level of the individual. On the whole, the discourses were 
addressed to the drinkers, in the form of a “social programme” for “moral 
achievement” (Room, 1998). 

The notion of state intervention had no legitimacy within this discursive context; 
nor did it figure in any significant way in the debate on the alcohol question -at least 
before the middle of 19* Moreover, this first temperance discourse make it difficult 
to link alcohol consumption and social organisation. Thenceforth, one of the only 
remaining discourses to offer any opposition to this prevailing view will be that of 
socialism, as formulated, notably, by Kautsky, but only at the end of the century. 
Still at that time, the socialists were alone in posing the question: why do people 
drink? and in attempting to link the phenomenon with the question of living and 
working conditions. Their discourse inverted the causal relationship, finding the 
cause of alcohol abuse in the bad social conditions of the working class. In the view 
of socialists such as Kautsky, whose interpretation was based on an extrapolation 
from Germany's structural conditions, the road to a solution lay through class 
struggle. But this view proved influential only among the Left in Germany (Roberts, 
1985) and Italy (Cottino&Morgan, 1987). 

As far as the debate on alcohol was concerned, the first temperance discourse 
succeeded in closing the gate (for a while) to the political conflict, social antagonism 
and power relationships that characterised societal development at that time, while 
nevertheless offering, behind the apparent neutrality of its moral (and sometimes 
scientific) premises, a strong political interpretation. In an increasingly complex 
context, however, this hegemonic position would come up against new challenges. 
The failure to achieve complete discursive hegemony on solving the problem of 
alcohol through societal self-regulation led the social actors involved to ask for and 
legitimise public intervention, calling for the adoption of restrictive legislation. In 
all Europe, we can observe from the mid- 19* century onwards a general shift in the 
temperance discourse from a moral to a coercive view of the problem. How can we 
explain the content of this second temperance discourse? 

At the level of the “lived world” (Habermas, 1981), i.e. of everyday practice, the 
moral argument - even the argument that the leftist elite had espoused - had come 
up against an opposing view of life, a form of resistance, that legitimised or at least 
tolerated drinking. People continued to drink, and it was not until the turn of the 
century that we can observe any change in drinking habits (Edwards & ah, 1995: 33- 
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34). In some cases - for example among the Catholic minority in the U.S. (Gusfield, 
1963) - this resistance was explicitly formulated in a political discourse that used 
alcohol consumption as a cultural symbol. Moreover, discussion of the social 
question did not disappear along with the first Temperance discourse - the concept 
of alcohol as an explanation of social problems could not achieve to reduce the 
debate about social question. With the spread of universal suffrage and, more 
specifically, after the revolutions of 1848 and 1871, other points of view were 
brought to bear on the issue of pauperism: mainly as part of the new question of 
social rights (such as the right to work). 

This generated the fear (or hope) of political subversion: the law had lost its 
consensual face (Donzelot 1984). In this context, a shift took place in the 
temperance discourse: the alcohol question was no longer seen as a social problem 
that had to be solved by social means, but as a political problem that required state 
intervention. As far as argumentation was concerned, putting the alcohol question on 
the political agenda, in the specific context of subsidiarity, meant, on the one hand, 
discursively identifying a societal /ai/Mrc (which would legitimise state intervention) 
and, on the other, finding an appropriate frame of reference in which to articulate the 
need for intervention and the form it should take. 

Society’s failure to stem the alcohol problem was identified in terms of social 
degeneration. At the political level, this discourse expressed the fear of a level of 
social degeneration that could lead to a nation’s defeat in rivalry or war with other 
nations. The French, for example, feared that France would become depopulated 
compared to imperial Germany (Mitchells, 1987). In Great Britain, the medical 
profession and the temperance movement were jointly concerned about the impact 
of degeneration on national efficiency, notably in the context of the Boer War and, 
later on, the First World War (Weir, 1984); while in Germany degeneration was 
going to be seen as a racial problem (Giles, 1995). In each case, the discourse of 
degeneration aroused public fears and hence legitimated state intervention for the 
sake of public order. 

In articulating the need for intervention and the form it should take, the second 
temperance discourse made a radical call for the state’s traditional forces - the 
police and the law - to be activated. The production, distribution and consumption of 
alcohol should be regulated, and drunkards punished. There was thus, in my view, 
no real paradox (pace Sulkunen&Warpenius, 2000), in the fact that the second 
temperance discourse at one and the same time appealed for individual self control 
and called for legal regulation. Given the context of subsidiarity, this was a logical 
evolution of the argument, as a discursive way to expand its coalition and preserve 
its hegemony. 

Concretely, however, this discursive move led to a “dislocation” of temperance 
(Laclau&Mouffe 1985). The addiction concept loose its importance, and the second 
temperance discourse relied on a new articulation, between “abstinence” or 
“temperance” and “public order”. This open the possibility for two discourses to 
distinguish: the medical one (alcoholism as a disease) and the liberal one (let us 
consume!). Moreover, the shift towards state intervention and the demand for 
restrictive measures had created a new opportunity for both conflict and competition 
between discourses. 
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The possibility for conflict is obvious. The demand that the consumption, sale 
and production of alcohol be regulated was directly contested by a liberal discourse 
that championed the liberty of producers, consumers and traders to act as they 
wished. Thus in Germany, for example, the powerful brewing industry engaged in a 
real war of ideas against the temperance movements, issuing a series of tracts and 
pamphlets in which they argued that alcohol did harm only to those who were 
already sick or degenerate (Giles, 1995). This conflict reached its height in the 
1920s due to the reference of American' prohibition. 

But the second temperance discourse called not only for state intervention but for 
financial support for its activities. This gave rise to a new concurrence between 
organisations. In particular, the medical strand within the temperance movement 
appealed for financial support to set up systematic treatment for alcoholics. Those 
who supported this idea aimed to establish a specialised niche within the structure of 
the medical profession, seeking to define alcoholism as an illness. The paradigm of 
degeneration would also be used in this new scientific context. It helped in 
establishing alcoholism as a specific object of study that appeared to lend itself well 
to research and seemed to offer good therapeutic prospects (Bynum, 1984). This 
shift towards a specific medical discourse would mark, in some cases, the end of the 
old discursive alliance with the temperance movement. 

As we now today, the disease model will “hegemonize” the alcohol field after 
the second world war. For the time being, however, this new medical interpretation 
of alcoholism as a specific disease remained relatively insignificant, both within the 
discursive field as a whole and within the specific discourse of the medical 
profession. Generally speaking, alcoholism continued to be treated as a form of 
mental illness, and the specific nature of the problem had yet to be recognised. 
Moreover, the medical discourse could not find any allies among state authorities 
(Baumohol&Room, 1987), because it did not fit easily with the public order frame 
of reference. Except in the Nordic countries (Rosenqvist&Takala, 1985) and Austria 
(Eisenbach-Strangl, 1992), in which there was already a strong tradition of state 
intervention and in which it was possible to envisage implementing a system of 
coercive care. In these countries, the discursive coalition between doctors and 
temperance movement could be saved once doctors started to play an important role 
in the promotion of a restrictive system for the regulation of alcohol -defending even 
the approach according to which alcoholism was not a sickness and developing a 
system of care based on enforced treatment, as in Sweden (Sutton, 1998) and in 
Einland (Bruun, 1971). 

By contrast, in Great Britain, the medical profession did not see it as part of their 
role to help enforce restrictions, and they opposed, for example, the move to close 
pubs on Sundays (Berridge, 1993), an issue which opened a marked rift between the 
temperance movement and the medical profession. In this instance, a system of 
control was introduced in the early 20th century that restricted the times at which 
alcohol could be sold - a system that was legitimised by reference to public order, 
but no move was made to authorise forced treatment for alcoholism, and any doctors 
who undertook to treat alcoholics did so outside the auspices of the state. (Berridge, 
1992, Baumohol&Room, 1987). 
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Thus, throughout Europe, during the period that ended definitely with the Second 
World War, the need for public order dominated discussion and was seen as the 
prime justification for state intervention, in regards to societal failure. Within this 
context, the second temperance discourse can be seen partially to have succeeded in 
its aims: after the First World War, almost all European countries legislated on 
alcohol regulation (Cattacin&Lucas, 1999). But the state invested only marginally 
in the areas of care or prevention, which for the most part were left to civil society 
organisations or private clinics. 

Actually, the new policy designs on alcohol were manifested in two kinds of 
measures. The first were addressed to deviant behaviour and took the form of 
sending alcoholics to mental asylums or prisons. The majority of European countries 
also criminalised drunkenness (Cattacin&Lucas, 1999). Finland offers a prime 
example of this kind of coercive approach. Right up until 1950, alcohol-related 
problems in Finland were dealt with by police intervention, prisons and enforced 
care (Makela and al. 1981: 41). 

The second type of measure involved implementing a legal framework to limit 
access to alcohol. In Europe, the Nordic countries again took the lead here, with 
Sweden, Norway and Finland all establishing a state monopoly on the production 
and sale of alcohol. But this state instruments had nothing to do which the present 
reference to public health. As Sutton (1998:42) recall us, “the state retail monopoly 
for alcohol (...) was initially established as a means of controlling purchases by 
individual.” Similarly, the regulations imposed on taverns in Italy, for example, 
were clearly motivated more by concerns about public order and political control 
(taverns were perceived as hotbeds of revolution) than about individual or public 
health (Cottino, 1985). 



3. STATE CONTROL OF DISCOURSE (1930 - 1975): FROM HEGEMONY TO 
THE CRISIS OF LEGITIMISATION 

After the 1920s, the relation between state and society was called into question^. 
In fact, neither the private actor nor the Etat de droit were in a position to respond to 
the growing demands for the resolution of social problems - demands expressed 
through trade unions and, more generally, through the extension of the means for 
democratic participation. In this regard, the crisis of 1929 represented a crucial event 
that allowed the welfare state to gain legitimacy. But the development of a more 
visible and active state was also stimulated by the radicalisation of social 
confrontation (which required the state to intervene as a conciliator), two World 
Wars (which gave rise to modern bureaucracy and large scale social programmes) 
and technological innovations (which enlarge the scope for systematic intervention 
in social problems) (Cattacin, 1996). 

Between the 1950s and the 1970s, some version of the welfare state model was 
developed in all the West European countries. The traditional political frame of 
reference, which was based, as we have seen, on the notion of public order, was thus 
modified, or rather completed, by the elaboration of the first state policies on social 
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and health issues. The repressive approach and the use of legal regulation still 
played a conspicuous role. However, “reparation” policies, designed directly to 
address the effects of social problems, were juxtaposed - although not integrated - 
with these more traditional forms of intervention. The aim was to compensate for the 
negative effects of industrial growth by a corresponding increase in public 
expenditure. The principle of social risk insurance spread (Ewald, 1986) and the 
response to social problems was increasingly medicalised (Gehradt, 1991). 
Psychosocial intervention, which was now increasingly professionalised, highlighted 
moreover the need for specialised institutions that would enlarge the role of 
medicine in treating social problems. 

The state began to intervene more and more directly. It developed existing 
public institutions, created new ones and (by means of large subsidies) assimilated 
those private organisations whose aims and functions accorded with the its own 
standards, while marginalising others. From then on, the solution to social problems 
was elaborated and implemented mainly by the state, using as its instrument large- 
scale planning, such as the planning of hospitals during the 1960s, which was based 
on the expertise of social and health professionals. 

This shift in state-society relations was also visible in the discursive field. 
In this model, civil society was now relegated to the status of audience, while the 
debate itself was conducted within the state by political parties and, at the level of 
programme elaboration, by scientists and experts. As Claus Offe argues: 

The implicit sociological premise underlying the constitutional accords of the liberal 
Welfare State, was that the models of private life - the family, work and consumption - 
would absorb the energy and aspirations of the majority of people and that participation 
in public life and in conflicts concerning them had as a result only a marginal 
importance in the life of the vast majority of citizens. This constitutional definition of 
the activities respectively of capital and labour, of the state and civil society, correlated 
with the centrality accorded to the values of growth, prosperity and the redistribution of 
resources. (Offe, 1997: 101, my translation) 

In this way, the role of defining the problems to be addressed was now 
transferred to the sphere of state control. The political parties acquired a monopoly 
over public debate and conflict, at the cost of a significant reduction in the diversity 
of the problems formulated (Willke, 1991). On the other hand, the fact that the state 
had now taken responsibility for social questions guaranteed, in principle, that the 
response to social problems would be universal and that services would be 
developed in each case for the entire country. The result was a de-politicisation of 
social stakes and a de-differentiation of problems and solutions. 

Let us look now at how this evolution was reflected in the structuring of 
discourses on alcohol. What is striking here is the relative absence, during this 
period, of social debate on this question throughout Western Europe - the apparent 
confidence that, in some way, the “alcohol question” had been resolved. In every 
European country the drink question vanished from the social and political agenda. 
In 1931, for example, the Royal Commission on Licensing concluded that the 
problem of alcohol in Great Britain was no longer a gigantic evil” (Weir, 1984: 93). 
This optimistic perspective appeared to correspond to the fall in consumption. 
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particularly of spirits, recorded in Europe between the turn of the century and the 
Second World War (Edwards et al., 1995). 

However, my hypothesis is that the reinterpretation of the alcohol question that 
took place between the 1930s and 1970s was once again part of a more general 
reframing process that was linked to the relations between state and society. After 
the re-opining of conflict and competition that started with the second temperance 
discourse, we notice now a new process in which discursive complexity is radically 
reduced. The alcohol issue would again be radically simplified, with the disease 
model taking over almost entirely. The new liberal discourse on alcohol contributed 
to the dominance of this model. “Alcoholism” was now seen as an illness in itself ; 
“addiction” was rediscovered and the ordinary consumption of alcohol was left to 
“normal consumers”. I will first look briefly at the historical process that led to the 
dominance of this model, and then illustrate some of the ways that it functioned to 
exclude other discourses. 

The disease model spread to Europe from the USA after the Second World War. 
Many authors have discussed this model, but Robin Room’s account (1983: 54) 
reveals its main arguments: 

1. There is a new scientific approach to alcohol issues which replaces the old moralistic 
approach. 

2. This approach involves the recognition that there is a well-defined singular entity 
called “alcoholism” which some people have and others don't. 

3. Those who have “alcoholism” will always be different in their drinking from the 
“normal” drinker and therefore should never drink again. 

4. The entity should be thought of as a disease in itself (and not, for instance, as just a 
symptom of another underlying disease) which the alcoholic suffers from involuntary. 

5. It is therefore both rational and humane to help and treat alcoholics as sick, rather 
than as immoral or criminal. 

6. Providing treatment for alcoholism is the most urgent priority for and most adequate 
method of handling society’s “alcohol-related problems. ” 



The discursive field was virtually monopolised at that time by three discourses, 
each of them being articulated by this same model. Eirst, there was the work of the 
Yale Research Centre for Alcohol Studies, which was circulated by The Quarterly 
Journal of Studies on Alcohol, founded in 1940. The slogan “Alcoholism is a 
disease” was introduced in this context for the explicit purpose of “de-moralising” 
the political debate on alcohol consumption (Conrad&Schneider, 1980). Second, 
Alcoholics Anonymous, founded in 1935, grew rapidly in the United States and 
subsequently in Europe (Makela et al., 1996). Their discourse was also based on the 
concept of alcoholism as an illness and on the view that total abstinence was 
essential to recover. Finally, in a seminal article on the subject, the researcher E. M. 
Jellinek identified and described the various phases of alcoholism (Jellinek 1952), 
making the illness more easily identifiable. Symbolically, this new definition of the 
problem was sanctioned by the World Health Organisation’s adoption of the disease 
model in 1951. 

The impressive success of the disease model, in terms of its diffusion and 
acceptance, can be related to the evolution of the welfare state. The fall in alcohol 
consumption that was recorded between the two World Wars proved not to be 
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lasting. From the 1950' onwards, two parallel trends can be observed throughout 
Western Europe: a renewed rise in per capita production and consumption of 
alcohol, sometimes to the level reached in the 19* century (Edwards et al, 1995) and 
a concomitant rise in most alcohol-related health problems (Makela, 1987). But, 
now, there was no more concern about the direct causal relationship between these 
trends. The state stood in the middle, and drew a new and more indirect relationship 
between economical or technological progress and the development of a health 
system. The disease model had made alcoholism an identifiable illness that affected 
an identifiable population, for whom it was possible to identify an effective 
treatment, one that was based on expert advice and which the state could implement 
through developing an appropriate health policy and financing it in the context of 
the new Keynesian compromise. The problem was thus redefined according to the 
logic of technocratic management that characterised the welfare state - redefined, in 
other words, in terms of its solution. 

The disease model was to prove extraordinarily resilient and resistant to 
challenge. It effectively excluded any opposing discourse, systematically rejecting 
the old temperance discourse and everything associated with it. Indeed, with the 
repeal of American prohibition in 1933, the disease model was established precisely 
in terms of its opposition to the model on which prohibition was based. Alcohol as a 
product of consumption was no longer to blame, and nor was the consumer. The 
disease model built its hegemony on the rejection of the temperance discourse. This 
mechanism of rejection influenced the scientific field as much as the political 
debate. Thus, throughout the period in which the disease model prevailed in the 
alcohol policy network (i.e. until the mid 1970s), the critical discourses that 
emanated from the scientific community came under heated political attack (Room, 
1999). Eor example, the “total consumption” approach advocated in the 1950s by 
Ledermann was not taken seriously because of its political implication: to design a 
policy aiming a reducing the global consumption instead of focussing on some sick 
persons (Berridge, 1996). 

The unusual willingness of scientists to break with the past helps also to explain 
what has been called an “eclipse of knowledge” in the scientific field (Katcher, 
1992): the tendency among the medical profession to dismiss knowledge 
accumulated since the beginning of the century. Suddenly, the importance of most 
alcohol-related health problems - for example, cirrhosis of the liver and cancer of the 
oesophagus - was minimised, precisely because they had been the focus of the now- 
discarded temperance discourse"^. Moreover, since alcohol was seen as an individual, 
as opposed to a social problem, the spotlight was once again turned on the old 
concept of addiction, which in turn limited the exploration of the causal link 
between alcohol and a whole series of social or medical problems. 

Another kind of eclipse also occurred at this time. In the disease model, only a 
small percentage of the population was constructed as a problem. The majority - the 
social drinkers - were now excluded from scientific and hence political concern. In a 
way, the medical-administrative community succeeded in sharing the discursive 
field -as a market- with the alcohol industry: with the former addressing the 
problematic drinkers, the latter focusing on the social drinkers. 
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Every attempt to question this dominant interpretation in the name of prevention 
or general public health was equated with a return to the temperance discourse and 
as such discredited. This phenomenon can be seen in relation to methods of state 
regulation, which were now dismissed a priori as mechanisms of social control. 
Repressive or regulatory measures did not disappear completely during this period, 
but their status was much reduced. Public drunkenness, for example, was 
decriminalised, and in terms of public order drinking was now deemed a criminal 
offence only in relation to driving (Cattacin&Lucas, 1999). Alcohol was seen in 
socio-economic terms as a product that was subject to regulation like any other 
foodstuff. Under pressure from industrial lobbies, and with the enlargement of the 
European Community, there was a general reduction in taxation on alcohol, and the 
development of tourism, the growth of supermarkets, and the increased number of 
points of sale led to a liberalisation in the system of licence-granting. 

The state played an active part in the production of discourses on alcohol. In 
collaboration with medical experts, it was now responsible for defining the problem 
of alcoholism and determining how it should be resolved*^. The use of “half 
knowledge” (Marin, 1981) made it possible to establish a homogeneous framework 
for shaping and implementing policy. The wholesale rejection of the old temperance 
discourse meant that it gradually lost its legitimacy among civil society 
organisations and within the medical profession, which, on the contrary, sought to 
distance itself from this previous model by referring to the discourse of scientific 
and administrative experts. In order to survive, in other words, organisations aligned 
themselves with the officially-sanctioned discourse (Butschi&Cattacin, 1994). 
Private organisations that had played a key role in the temperance movements 
(including those in Nordic countries) either professionalised, went into decline, or 
disappeared completely. 

Moreover, the implementation of “reparation” policies contributed to the 
hegemony of the new discourse in the field and ensured that individuals with a 
“problem” were reoriented towards the health system. This institutionalisation of the 
new discourse (Hajer, 1997) also explains its resistance to change. Fully-developed 
health systems now integrated the question of alcohol treatment within their 
individually-oriented approach. From the 1950s onwards, the majority of countries 
offered state support to cover the costs of treating recognised “alcoholics”. The 
medical field established a new, specialised field of “alcohology”. The model was 
perfectly adapted to the insurance and reparation policies of the post-war period. 

It was only when the place and role of the state in the production of welfare 
began to be questioned, as a result of the crisis of the welfare state in the mid-1970s, 
that the disease model encountered a serious challenge. The re-evaluation of the 
state’s role could be observed in the new discourses on alcohol. The new debate, 
which essentially mobilised the scientific community, followed the contested 
diffusion of neo-liberal ideology in Europe (Jobert, 1994). After a period of relative 
consensus, the global frame of reference for the formulation of social policy 
appeared to be divided, and this would provide a window of opportunity (Kingdom, 
1984) for the public health model to emerge and challenge the hegemony of the 
medical model in the field of alcohol. 
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4. NETWORKING: FROM A DISCURSIVE CONFLICT TO AN OVERLAPPING 

CONSENSUS (1975 - 2000)? 

The crisis that the European welfare states underwent in the late twentieth 
century has been interpreted differently: as a crisis of finances (O'Connors, 1973), 
governability (Crozier and ah, 1975), bureaucratic management (Nozick, 1974), 
modern forms of domination (Ewald 1986) and solidarity (Rosanvallon, 1981), or as 
a crisis in the welfare state project itself (Habermas, 1985). Comparative neo- 
institutionalist studies conducted in the early 1990s, however, have also emphasised 
the resilience of the welfare states (Pierson, 1994; Esping-Anderson, 1996). From 
this perspective, the various reforms in social policy have been no more than 
adjustments to the basic model. 

If we look at social policy during the late twentieth century, however, it seems 
undeniable that a transformation has taken place in the role of the state, its 
relationship to society and its methods of intervention. Kenis & Schneider (1991) 
have identified the main aspects of this evolution in policy-making: the growing 
importance of the organisation of civil society; the blurring of boundaries between 
public and private; the transformation of state instruments: see for example the new 
concepts of the “animator state” (Donzelot, 1994); the “reflexive state” (Willke, 
1992); the “propulsive State” (Morand, 1991); the “incitor State” 
(Biitschi&Cattacin, 1993); the loss of state centrality and the pluricentralisation of 
political and social processes; the fragmentation of the state; the growing 
internationalism and interdependence of national stakes; and the increasing recourse 
to information - notably scientific expertise - as a political instrument. The 
coincidence of growing societal complexity and the internal complexity of state 
components likewise constitutes the principal problem confronting the current 
welfare state (Willke, 1992). 

The new relational nature of current policy-making may be seen in the growing 
role played by political networks and by communication. This networks are 
characteristically informal, decentralised and horizontal. According to Volker 
Schneider: 

In the context of policy making, this means that a policy emerges not from a centrally 
concerted or programmed action but from the autonomous interaction of a plurality of 
interdependent organisations or individuals. (Schneider, 1992: 1 10). 

Moreover, information and communication are now used as an important public 
policy instrument. Notable phenomena in this context are the promotion of public 
debate through the state’s organisation of discussion forum and dissemination of 
knowledge, but also the active participation of private organisations in designing and 
implementing social programmes. The state no longer has exclusive responsibility 
for producing well-being in society, but is one player among a whole network of 
others. Similarly, it has lost its monopoly over legitimate discourses on the nature of 
well-being and how to achieve it. 

From this perspective, the increased role played in recent years by civil society 
may imply — but not necessarily — a renewal of liberal-style self-regulation. I may 
also point to a deficit in the legitimacy and efficiency of the welfare state, such that 
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the process of defining and resolving social problems has been transferred to what 
Beck (1992) refers to as the level of sub-politics. What is new in this form of self- 
regulation is that the state, principally in its administration, seeks to retain an active 
role in social politics. In order to do this, it relies on the resources available (mainly 
in the realm of information and communication) to intervene in society. The ability 
of the state administration to command these resources is thus a necessary condition 
for this new form of regulation. The result sought here is a higher degree of social 
acceptance of state intervention. 

As far as the elaboration of current political discourses is concerned, this new 
context helps to account for what Fischer and Forester (1995) have called “the 
argumentative turn in policy and planning”, i.e. the growing importance of the 
discursive dimension in policy making. At the same time, there is a tendency within 
the framework of these new relations between the state and society to develop new 
discourses through “overlapping consensus” (Rawls, 1993). This tends to guarantee 
the identification of actors of the public policy and of the targets groups with the 
programs that are promoted. This urge towards consensus is also the Achilles heel of 
such societies, however, in so far as it blocks action when positions are 
irreconcilable. Nevertheless, the advantages of this type of regulation are that it 
allows the groups directly concerned, in partnership with established organisations, 
to take charge of solving their own problems, and in doing so resolves the issue of 
legitimisation both in relation to the partisan political arena, and in relation to the 
groups within the population to whom the programmes in question are addressed 
(Cattacin&Lucas, 1999). 

Hence, during the 1970s and ‘80s health policies in Europe gradually shifted 
away from a medical and curative approach towards a more preventive perspective. 
There were social, scientific and financial reasons for this: citizens themselves 
demanded more psycho-social and preventive measures; the research community 
provided arguments for a more information-based health system, and politicians and 
policy-makers were looking for a strategy that would reduce the costs of the health 
care system. In this new context, the dominant biomedical conception of social ills 
was called into question, opening a fresh debate about the need for a new paradigm 
(Engel, 1977). Whereas public order, and later on individual health, were once at the 
centre of the discourse, it was now in the name of the New public health that the 
state seeks to legitimise its intervention in the social field (for a discussion of this 
concept, see Peterson&Lupton, 1996). Prevention in this context represented a 
significant alternative to the medicalisation of individuals, to the uniform system of 
treatment, and, finally to the costly expansion of the care sector (hospitals and so 
on.). 

How, meanwhile, did the discourse on alcohol evolve over the same period? 
Generally speaking, the alcohol issue since 1975 has been actually included within 
the paradigm of public health. In summary, this discourse organises prevention 
around three elements: the host, the environment and the agent (Holder, 1994). In re- 
interpreting the alcohol question, three conceptual shifts have occurred 
(Mosher&Iernigan, 1989). Eirst, attention is no longer centred exclusively on the 
minority of alcoholics, but on the entire population. This new approach is based on 
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the results of epidemiological research concerning the implications of global 
consumption for public order, health and security. This statistical data suggest that 
although the majority of the population is not alcohol-dependent, their consumption 
at an aggregate level can be linked to the national level of alcohol-related social and 
medical problems. Thus, the “old” idea, developed in the 1950' by Ledermann, gets 
a late recognition in the context of this new paradigm. 

Second, fresh consideration has been given to the impact of alcohol consumption 
on health. As we saw earlier, this field of research was neglected during the period 
when the disease model, which focused on individual dependence, dominated the 
discourse on alcohol. The integration of the alcohol question within the paradigm of 
public health has allowed a resumption of research into problems such as cirrhosis 
of the liver, or the long-term results of consumption, such as cancer. From this 
perspective, the consumption of alcohol is constructed as a problem of health risk 
factor. 

Finally, the recasting of the alcohol question in terms of public health has 
resulted, politically, in preventive health campaigns aimed at reducing consumption 
among the entire population, i.e. in the adoption of a population-based model or 
total consumption model: the scientific argument, based on the epidemiological 
studies, has first been used to legitimise measures taken to control access to alcohol 
or increase taxes on it. But more recently, we can observe a new tendency toward 
the adoption of harm reduction arguments. 

If we consider now the dynamic of the discourse on alcohol since it has been 
included within the paradigm of public health around 1975, we can discern two 
stages. First, we have noted the re-opening of a conflict over the interpretation of the 
alcohol issue and, later, the elaboration of a new kind of consensus. Let's begin with 
the construction of a new antagonism during the first period. This debate first took 
place within the international epistemic community (Haas 1992). This reflects the 
growing influence on alcohol policies of inter- or super-national dynamics, which 
have taken the debate onto an international level. It was thus at this level that two 
political dynamics came first into direct opposition. 

On the one side, the integration of European countries in the “super-national 
State” - the European Union - had the effect of promoting the discourse generated 
by the alcohol industry, in which alcohol was presented as a product of 
commonplace consumption. Indeed, this economic logic forced the Nordic countries 
to relax their interventionist methods (Holder, et al., 1998) and to reconsider their 
political frame of reference (Sulkunen et al., 2000). On the other side, the public 
health model was supported by the World Health Organisation (WHO), which since 
1992 had developed a plan of action for Europe that was directly inspired by the 
public health discourse (the European Alcohol Action Plan, WHO, 1993). One of 
the objectives of this plan was to reduce global alcohol consumption. It should be 
clear by now that this new discursive dynamic was initiated in a context in which the 
resilient disease model and, more generally, the biomedical paradigm still prevailed 
and determined concrete national policies. “The biomedical paradigm is a powerful 
idea that continues to contribute significantly to health-policy making, as does the 
associated continued emphasis on individual treatment provided by individual 
doctors” (Lewis, 1999). 
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The hegemony and institutionalisation of the disease model, which was 
supported by liberal discourse and tacitly accepted by public opinion, meant that the 
new, public-health-oriented discourse on alcohol was obliged to take up an offensive 
position against this dominant interpretation, a position exemplified in an 
emblematic publication known as The Purple Book (Bruun, 1975). The new 
approach argued not so much against the notion of alcoholism as an illness, but 
more significantly against the implications of this concept in political terms, that is, 
against the way in which it excluded the majority of the population from legitimate 
concern. This was a pathbreaking contribution: since 1975, a growing body of 
literature came to support the scientific argument in favour of control measures 
(Giesbrecht, 1995): thus, for example, Edwards et al, in their book Alcohol Policy 
and the Public Good (1995) took up the argument first broached in 1975 by Kettil 
Bruun, presenting the results of new research and seeking, in the name of scientific 
objectivity, to legitimise a restrictive policy. But the more important point may be 
this one: in seeking to construct “social drinkers” as a problem, the population-based 
model encroached on a terrain that until then was part of the taken for granted 
sphere of consumption. 

The liberal discourse on the free market and the right to free consumption was 
directly threatened, in period of “welfare state crisis”. Given this favourable 
discursive context, the industry started to play an open part in the conflict from the 
1980s — apart from traditional lobbying activities. The debate took the form of a 
confrontation between the supporters of an active state intervention in public health 
and the supporters of the free market. Ranged against one another were, on the one 
hand, arguments in defence of the welfare state and against the assaults of the 
liberalised economy and, on the other, anti-temperance and anti-coercion arguments 
that clearly represented the interests of the alcohol industry. 

Once again, the “alcohol question” has been articulated with a more general 
frame of reference concerning welfare -in that case, with two of them. The creation 
of such an antagonism between the public health advocates and the alcohol industry' 
agents can also be understood looking at their respective discursive positioning. In 
terms of the way in which its arguments were structured and successfully diffused 
and imposed, the new public-health, population-based model followed a similar 
trajectory to that of the alcoholism movement that had prevailed some forty years 
previously. Like its predecessor, it drew an opposition between the objectivity of 
modern science and the falsity of old-fashioned interpretations. This view was neatly 
captured in what has been considered the first manifesto of the disease model: 

The chief obstacle to the progress in the scientific solution of problem lies in the 
existence of a prevailing body of public opinion which is apathetic to this approach. 
(Anderson 1942, quoted by Room, 1983: 48). 

Now, we can find similar arguments in recent references to the role of alcohol in 
public health: 

By the end of this book the reader will have been acquainted with what is objectively known about 
which measures (...). This exposition will also have served a purpose if in passing it corrects 
misapprehensions which in the past have too often coloured policy thinking on alcohol” (Edwards and al. 
1994: 2). 
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This argumentative line tends to construct an normative distinction between what 
is called scientific and what is not. And as a matter of fact, the alcohol industry 
started with an offensive strategy, trying to contest directly the epistemic community 
on it's own legitimacy terrain — that is: following scientific arguments to promote 
public health ! To do this, it financed scientific projects or scientific foundations, 
like the Foundation for Alcohol Research (SAR) in Netherland, or the Alcohol 
Education and Research Council in United-Kingdom (see Lemmens, 1997) and, as 
we will see later, even got involved in prevention. Just as the disease model imposed 
itself against the temperance discourse, so the population-based model presented 
itself in strong opposition to the discourse of its new enemy, the alcohol industry: 
their arguments were presented as the “ideological” side as opposed to scientific 
objectivity. 

New alliances between alcohol industries where created, having the same 
strategy in mind. In 1989, for example, the Portman Group was founded, involving 
the most important drinks distributors in the United Kingdom, officially with the 
aim of “promoting a reasonable usage of alcoholic beverages, to reduce damages 
caused by alcohol and to develop a better awareness of alcohol abuse” 
(Communication, 1995). This discursive strategy allowed the industry to position 
itself on an equal footing with advocates of public health, and thus directly to 
combat their arguments. Thus the Portman Group in this case sought to discredit the 
book Alcohol Policy and the Public Good and to contest directly the WHO plan of 
action, which they criticised especially for not concentrating on the abusers of 
alcohol. Another influential international group in recent years has been the 
Amsterdam Group, founded in 1990. In 1993 it published a report entitled Les 
Boissons Alcoolisees et la SociGe Europeenne (Alcoholic Drinks and European 
Society) (Amsterdam Group 1993), which was characterised as a “demolition of 
objectives and methods of the WHO plan of action” by the Eurocare Association in 
1995®. In joining the discursive war, the association Eurocare produced its own 
report, significantly entitled: Counterbalancing the Drink Industry. 

This battle also issued in several articles, particularly in the British press. In 
United-Kingdom, one of every four or five alcohol research project is linked to the 
industry (Lemmens, 1997). It is the publicity over some incident concerning the 
anonymous reviews in 1994 which contributed to the process of demonising all 
discourses produced with the support of alcohol interests, and casted doubt on the 
credibility of scientific research financed by the alcohol industry (Lemmens, 1997). 
Thus, by the mid-1990s, the discursive field was neatly polarised into two opposing 
sides, so that any discourse that did not exactly reproduce the arguments put forward 
by one side was immediately accused of playing the “enemy” game of the other. 

Alcohol producers are engaged in a campaign to capture the heart and mind of alcohol 
research and public health people, as part of a major effort to win the war of ideas that 
shapes alcohol policy at national and international level” (Editorial, Addiction 2000 (95) 

2: 179). 

This dualism had the effect of excluding alternative discourses from the 
discursive field - such as the new harm reduction model which started to diffuse 
from the 1990s in the illegal drug epistemic community. 
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Since the mid-1990s, there appears however to have been a greater willingness to 
move beyond this polarisation of the field into “good” and “bad”. I will argue here 
that the outline of this new consensus can also be linked to transformations in the 
nature of state regulation, in particular to the growing tendency towards networking 
and to the influence of the new instruments used by the state in influencing actors of 
the field and public opinion and/or behaviour: namely information and persuasion. 
An evolution towards the constitution of a new discourse in the alcohol field, the 
harm reduction model, is now apparent. This has been made possible by the forging 
of new discursive alliances. 

The harm reduction movement in relation to alcohol refers to a political answer 
originally developed in the illegal drugs field. As a discourse, it relies on three 
interdependent concepts (Cattacin and al., 1994): the concept of harm reduction or 
harm minimisation (to reduce the risks related to a context of consumption); the 
concept of low threshold (to guarantee that everybody can have an easy access to 
the services or treatment); the concept of normalisation (to accept the reality of the 
alcohol or drug problem and treat the dependant persons as normal citizens). As far 
as public policy is concerned, a model of harm reduction can be characterised with 
reference to the experience gained in German and Dutch cities: 

This model is based on a hierarchy of aims which favours the reduction of risks at each 
stage of the drug addiction process and in each domain of activity. Faced with the 
complexity of the problem, this model tries to favour and guarantee prevention and is 
seen to stimulate a large diversity of proposed solutions for drug addicts, as well as 
implicated actors, both public and private. Because of this, particular attention is 
attached to the co-ordination of networks. The appropriateness of this model in its 
environment is guaranteed by a continuous process of experimentation/adaptation.” 
(Cattacin et al., 1994: 215, ray translation). 

Today, several factors suggest that the discourse on harm reduction, though 
it as yet plays only a minor role in the field of alcohol, may gradually gain 
significance. First, there has begun to be some scientific discussion of the premises 
on which the population-based model is implicitly based. There has been a renewed 
interest in “drinking patterns” as an alternative way of conceiving alcohol problems 
(Heath, 2002). As far as epidemiological research is concerned, some researchers 
have suggested “desegregate” the different categories of consumption in order both 
to respect social plurality and to focus more specifically on particular categories 
(Stockwell et al., 1997). This discourse has been presented as a contribution to the 
scientific debate, but its implications, and perhaps its justification, are political (see 
Rehm et al., 1996). In terms of the way in which it has emerged, the discourse of the 
harm reduction model is not dissimilar to that of the population-based model. Once 
again, as we have seen before, it is the political context that has opened the way for 
a greater differentiation in policy design and implementation within a complex 
society, and thus offered an opportunity for a new scientific trend to emerge. 

Second, a number of controversial initiatives -as far as the prevention field is 
concerned- have been undertaken in order to forge a common discourse. This 
“desire” for reconciliation inspired the National College of Industrial Relations and 
the International Centre for Alcohol Policies, founded in 1995, to convene three 
meetings of experts (Dublin 1997, Geneva 2000, Dublin 2002), for the sole purpose 
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of developing collaboration between the industry and the public health community. 
The priority was, officially, to find a “common language” (ICAP, 1999). The 
discursive result of this exercise has been formulated in a series of common 
principles of co-operation between the alcohol industry, governments, scientific 
researchers and public health services (The Dublin Principles, 1997). Thus this 
discourse has been drafted according to the principle of overlapping consensus. 

Naturally enough, however, not all those who have been active in the field of 
prevention or treatment have been convinced of the desirability of overcoming, by 
this method, the discursive divide between the public health discourse and that of the 
industry. The research community is also split over the appropriateness of 
conducting research financed by the alcohol industry, and in its attitude towards the 
industry in general. Some argue in favour of maintaining an independent position, 
free from vested commercial interests, in order to keep their credibility vis a vis the 
public. This new divisions within the epistemic community may contribute to 
breaking up the old discursive coalition around the public health approach to 
alcohol, based on the global reduction of consumption through restrictive measures. 

As far as the alcohol industry is concerned, the same shift in strategy - from 
dualism to a willingness to forge a minimal consensus - can be observed. Initially, 
its discursive strategy was clearly based on its opposition to the discourse of the 
population-based model. For example, the industry responded to public health 
warnings about the dangers of alcohol by financing and circulating research 
demonstrating, on the contrary, the beneficial effects of moderate consumption. In 
addition, it countered directly arguments in favour of reducing the global level of 
consumption by arguing that the focus should be exclusively on chronic alcoholics. 
This strategy of counter-argument continues to this day, but it is complemented now 
by a more indirect attempt to reframe the alcohol debate — and research — around 
more consensual issues (like pregnant women, young people, drinking and driving). 

Third, even if this new harm-reduction discourse is being formed within the 
framework of a supposedly scientific debate (see, for example, the report in France 
on the evaluation of the Evin Law, published by Entreprise et Prevention, 1993), and 
even if it is politically legitimated by a declared wish to forge consensus between 
public health workers and the industry means, I think it emerges as a more 
pragmatically result of new form of policy making. For the common tendency of 
European countries now is to integrate the alcohol question within the more global 
concept of prevention of illness (in relation to legal and illegal drugs), and to 
develop programmes of health promotion in an integrative way that takes into 
account the interests of all sectors. We have seen over the last few years the 
participation of a wider range of social actors, from both the profit and non-profit- 
making sectors, in developing and implementing alcohol-related policies. In this new 
context we have seen that the state acts as a mediator, seeking to reconcile different 
arguments. In the administering of policy, there has been also a tendency to greater 
co-ordination between departments (Cattacin&Lucas 1999). Erom this perspective, 
the discourse on harm reduction has allowed a new punctual coalitions to form 
between certain members of the research community, the industry, supporters of 
public health and the politicians and administrators concerned. 
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This strategy is motivated by the need to overcome both the tendency towards 
paralysis or blocked action in a highly complex society, and the financial limitations 
of public intervention. Indeed, I would suggest here that the harm reduction 
discourse has emerged as the result of this new form of governance, shifting the 
debate from ideological considerations to concrete negotiations around specific 
problems (for example: how do we all — public, for profit, non profit organisations 
— guaranty the security of the young people during a concrete public 
manifestation?). In the context of a welfare state that has greater recourse to private 
organisations and discursive strategies, we have noticed that policy emerges not 
from a centrally concerted or programmed action, but from the interaction of a 
plurality of interdependent organisations. As far as alcohol is concerned, the 
development of the harm reduction model has resulted from concrete cases of 
policy-making, involving the co-operation and direct participation of the industry in 
prevention projects. Once a minimum consensus is attained, the industry can 
become involved in developing programmes on a pragmatic basis according to the 
harm reduction principle^. Of course, in doing so, “the industry seeks to promote 
[its] long-term commercial interest” (Rae, 1993), seeing its participation in 
prevention as a way both of reinforcing its credibility and of promoting an approach 
to the problem that is favourable to its interests. 

The fundamental criticism that has been made of this growing tendency 
towards integration and overlapping consensus is that it completely excludes the 
political (Mouffe, 1996). In other words, it excludes from the discursive field the 
essential conflict between the interests of health and those of commerce, perhaps 
removing that conflict to the level of personal ethics. Furthermore, it is clear that the 
participation of industry in forum organised by the state or non-profit organisations 
contributes to the legitimisation of its discourse - including, by extension, its 
promotional discourse. Lastly, networking is not going to provide democracy and 
efficiency as if by magic. Likewise, in this new context, the state must be strong, but 
not in the traditional sense of centralised and interventionist authority. It must be 
strong enough to guaranty the democratic participation of all actors concerned, the 
production and diffusion of minority discourses and the condition of a real debate. 
But it must also use its legitimacy to talk for the “general interest” and its capacity to 
diffuse information and co-ordinate meetings and discussion in order to maintain its 
leadership in the “organisation of the self organisation” of a complex society. A 
weak state, in term of information, communication resources and networking 
capacity may be reduced merely to supporting the strongest discourse — that is, 
today, the one promoted by the industry. 



5. CONCLUSION 

In this paper, I have tried to link an analysis of discourse and an analysis of 
public policy, in order to explain historical shifts in alcohol policy that have 
occurred throughout Europe. This constructivist perspective tends to underline the 
influence of the interpretative process in the evolution of alcohol policy. I have tried 
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to suggest that the evolution of the alcohol discourse has to do with the construction 
of a discursive hegemony, understood as a process of reducing discursive 
complexity in the context of specific relations between state and society in the 
production of welfare. 

I have argued that alcohol policies up until the Second World War followed the 
logic of subsidiarity. First, the discursive field was structured according to the 
relationships between the principal social groups. In this context, the temperance 
discourse functioned as a discursive alliance that guaranteed the dominance of the 
bourgeoisie, in the name of moral defence. Significantly, the only real alternative 
interpretation, the socialist discourse, was excluded from the process of defining the 
alcohol problem. Second, the argumentation gradually changed because of its failure 
to solve the “alcohol question” at a discursive level i.e. to achieve its hegemonic 
project. The second temperance discourse called for state involvement, justifying 
state intervention on the basis of its own logic, i.e. as a means of maintaining public 
order. In doing so, it excluded the medical interpretation of alcoholism (which 
nevertheless continued at this stage as an autonomous discourse). As a result, the 
first public frame of reference for alcohol policies in Europe adhered to the principle 
of the liberal state, which was required only to guarantee public order and hence to 
focus on only one dimension -the legal dimension- of the problem. 

During the period of the welfare state, the formulation of the discourse was 
monopolised by the state and by experts. The discursive field now appeared 
homogeneous: the liberal discourse addressed “social drinkers”, while the disease 
model addressed “alcoholics”. This sharing of the public space created a consensual 
framework that was very difficult to contest. Moreover, the institutionalisation of the 
dominant discourse reinforced its hegemony and its ability to resist change. Hence, 
the principle dynamic of change came not from the discourse itself but from a crisis 
of legitimacy within the welfare state, which in this case was the actor principally 
responsible for defining and resolving the problem. It was only this that afforded a 
new opportunity for discursive transformation. 

The crisis in the legitimacy of the welfare state opened a discursive window 
for the public health model. The initial debate, although conducted in the name of 
science, took place at an ideological level and brought two main poles of opinion 
into opposition: public health promotion vs. neo-liberalism. More recently, in the 
new context of network policy-making, the discursive field has been generated by a 
variety of actors in the public policy network (scientists, politicians, policy-makers 
and those involved in care and prevention) and has been elaborated at a more 
pragmatic level. This plurality has affected the scientific field as well, which 
exhibits multiple different trends and is concerned with an object of recognised 
complexity. In this context, the discursive coalitions that were originally built 
around two antagonistic sides seem to start being reorganised around a new, more 
consensual discourse focusing on harm reduction. 

But the integration of organised civil society in policy-making and the new role 
played by negotiation, which is used to a much greater extent than in previous 
periods, does not automatically guarantee the democratisation and openness of the 
discursive field: integration within the existing networks is very selective, the 
discourse remains the product of an elite, and the consensual dynamic that has 
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developed around the concept of harm reduction tends to exclude conflict a priori 
rather than recognising or resolving it. In so far as a neo-liberal discourse constitutes 
the global frame of reference for policy making, the arguments promoted by the 
industry in the name of science or public health may exert quite a strong appeal. 
Finally, the position of the state in the welfare mix is not necessarily strong enough 
in each country for it to act as a real manager of societal complexity and to promote 
the realisation of an innovative discursive procedure through networking. In this 
sense, the apparent organisational opening could well represent a new form of 
discursive closure. 
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COMMUNITY ACTION FROM AN INTERNATIONAL 

PERSPECTIVE 
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Abstract. At the community level, traditional prevention efforts have emphasized programs such as 
public media campaigns, alcoholism recovery efforts, and school education. For the most part, local 
prevention strategies have been program-based, not policy-based. However, alcohol policies can be 
implemented at a community level. Thus, a local alcohol policy is any established process, priority, or 
structure that purposefully alters local social, economic, or physical environments to reduce alcohol 
problems. Examples include making a priority of drinking and driving enforcement by the local police; 
using local zoning laws and land regulations to control hours of sale or location and density of alcohol 
outlets, mandating server training for bars, pubs, and restaurants; setting a written policy for responsible 
alcoholic beverage service by a retail licensed establishment; or allocating enforcement resources to 
prevent alcohol sales to underage persons. Therefore, local policy takes many forms that relate to alcohol 
use and thereby to alcohol problems, not simply restricting the retail sale of alcohol. This paper explores a 
number of community prevention efforts across the world in terms of (a) the wide range of actions, 
priorities, and structures that constitute local alcohol policy and (b) their effectiveness at the local level to 
reduce alcohol problems. The studies presented are community-wide, as opposed to targeting high-risk 
groups in their focus, seek to bring about community-level system change, use local news media targeted 
at key community leaders in the pursuit of policy change, and mobilize the entire community in the 
pursuit of such change. 



1. INTRODUCTION 

Prevention of alcohol problems at the community level across the world has 
typically utilized programs such as public media campaigns, alcoholism recovery 
efforts, and school education. For the most part, local prevention strategies have 
been program-based, not policy-based. A program strategy generally refers to 
organized efforts to reduce alcohol problems by training or educating clients or the 
general public. Individual prevention approaches typically view communities as 
catchment areas of people. From this catchment area perspective, the community is 
viewed largely as a collection of target groups with adverse behaviors and associated 
risks, and prevention operates largely through educational and treatment efforts to 
reduce the problems with alcohol. The strategy is thus to find and treat or serve 
those most at risk. No particular structural change is proposed and those outside the 
targeted groups are not considered. 

On the other hand, local public policy seeks to prevent alcohol problems through 
structural change, i.e., a regulation, law, or enforcement priority. Thus, a local 
alcohol policy is any established process, priority, or structure that purposefully 
alters local social, economic, or physical environments to reduce alcohol problems. 
Examples include making a priority of drinking and driving enforcement by the 
local police; using local zoning laws and land regulations to control hours of sale or 
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location and density of alcohol outlets, mandating server training for bars, pubs, and 
restaurants; setting a written policy for responsible alcoholic beverage service by a 
retail licensed establishment; or allocating enforcement resources to prevent alcohol 
sales to underage persons. 

Thus, rather than attempt to reduce alcohol-related problems through the 
education and treatment of problem drinkers alone, local efforts can be directed 
toward affecting policy makers in positions to implement zoning restrictions 
governing outlet densities. More broadly, collective risk is thus reduced through 
interventions affecting community processes that influence alcohol use. In alcohol 
policies at the local level, the community is targeted, not individuals, for compelling 
reasons. First, substance use occurs largely within community contexts. That is, 
particularly in the case of alcohol, communities provide structures (e.g., zoning and 
control of alcohol establishments and their location) through which alcohol is 
typically obtained. Second, many of the costs associated with alcohol are borne 
collectively at the community level, for example, through traffic crashes, property 
damage, and alcohol-related violence. 

2. ALCOHOL POLICIES AT THE LOCAL LEVEL 

Many alcohol policy approaches (which usually are environmental strategies) have 
demonstrated evidence of potential effectiveness. Evidence has been collected for 
policies related to retail price, availability of alcohol, location and type of alcohol 
outlets including hours and days of sale, retail and social access to alcohol by young 
people, and enforcement and sanctions against high-risk alcohol use, e.g., drinking 
and driving. See Edwards et al. (1994) for a review. Many such policies have local 
analogs. Thus, policy at the local level can have a base of science on which to rest. 
This is not to imply that all policies are locally tested, only the potential for the 
policy to be effective may have been demonstrated. 

Local policy takes many forms that relate to alcohol use and thereby to alcohol 
problems, not simply restricting the retail sale of alcohol. One important example of 
local alcohol policy is enforcement of laws concerning drinking and driving. Many 
competing demands are made on local police for enforcement priorities. The priority 
police give to drinking and driving deterrence can be expressed to the community by 
the level of attention and resources the police commit to drinking and driving 
deterrence. This type of administrative (not regulatory) decision is an example of a 
local policy that can be very effective. Another example of local policy is reflected 
in the alcohol serving practices of bars and restaurants and the sales of alcohol to 
underage persons by off-premise establishments. Alcohol serving practices reflect 
policy, whether the policy is written or not, for an establishment. A wide definition 
of alcohol policy goes well beyond the direct regulation of retail sales of alcohol by 
the government. 

Local policy projects (such as those described here) differ from more traditional 
approaches in that they attempt to seek policy change, seek to bring about system- 
level, community-level change, use the media to target policy makers, and seek to 
mobilize the broader community to pursue desired changed. While applying policy 
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at the community level has always been promising, only recently have there been 
systematic attempts to evaluate such efforts (Holder et al. 1997b; Casswell & 
Gilmore 1989). For this reason local policy makers find themselves attempting to 
implement policy changes in the absence of a scientific basis supporting such 
change. 

Community policy projects use a systems approach to reduce alcohol problems 
by changing the community structures that provide the context in which alcohol 
consumption occurs. These system changes are achieved by local alcohol policies. 
Even if the control or licensing of alcohol production and sale is at the state or 
national level, policies at the local level can be used to control the number and site 
of retail outlets, the enforcement of laws regarding drinking driving and serving to 
intoxication, and various other aspects of drinking likely to affect alcohol use and 
problems. 

3. EXAMPLES AND RESULTS OE COMMUNITY ALCOHOL POLICY 
PROJECTS INTERNATIONALLY 

The studies presented here generally meet a number of criteria to qualify for 
inclusion. Eirst, they are community-wide, as opposed to targeting high-risk groups, 
in their focus. Second, they seek to bring about community level system change. 
Third, to the extent that they use media strategically, such use is targeted at key 
community leaders in the pursuit of policy change. Eourth, they seek to mobilize the 
entire community in the pursuit of such change. 



New Zealand 

During the early 1980s, the Community Action Project (CAP) in New Zealand was 
targeted at increasing support among the general public for public policies limiting 
alcohol consumption as well as promoting attitudes and behavior supportive of 
moderate alcohol use (Casswell & Gilmore 1989). A mass media campaign 
intervention was designed to influence drinking behavior at the individual level 
among young males and a print media campaign was used to enhance media 
advocacy promoting support for restrictions on alcohol advertising and availability 
(Stewart & Casswell 1993). The community-action intervention was led by a full- 
time project organizer in each of the two communities. These project organizers 
worked with local community organizations, particularly local government sectors, 
in support of project goals. Work with the police and the licensing authorities 
attempted to restrict alcohol availability via the licensing process. Issues pertaining 
to alcohol were negotiated with local city councils, including the use of bylaws and 
placing conditions on leased property such as sports grounds. The project organizers 
used media advocacy techniques throughout the project, including capitalizing on 
the controversy engendered by the paid media campaigns (which were prevented 
from full publication and broadcast following criticism by the vested interest groups 
concerned). Norms about target social behaviors were significantly changed in 
communities exposed to both media and community organizations compared with 
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the other two conditions. These were concerned with alcohol's effect on fitness and 
its use to quench thirst and also with the provision of alcoholic and non-alcoholic 
drinks when entertaining (Casswell & Gilmore 1989). 



United States 

The Rhode Island Community Alcohol Abuse/Injury Prevention Project (Putnam, 
Rocket & Campbell 1993) was directed toward reducing alcohol-related injuries. In 
particular, the intervention resulted in a 27% increase in alcohol-related assault 
arrest rates (reflecting increased enforcement) while emergency room visits declined 
9% for injury, 21% for assault, and 10% for motor vehicle crashes with no 
comparable decline in the control community. However, follow-up data indicated 
that the increased enforcement brought about by the project was not maintained after 
the project ended (Stout et al. 1993). 



Finland 

The Lahti Project was to decrease alcohol-related harm by increasing awareness of 
alcohol consequences and lowering high-risk drinking (Holmila 1995, 1997). The 
evaluation, utilizing data from Lahti and two comparison communities before and 
after the intervention, found that the project had increased local newspaper attention 
to alcohol issues, public perception of alcohol as a social problem, and knowledge of 
alcohol content and the limits for risky drinking. There was a decline in self-reported 
heavy drinking (Holmila 1997). 



United States 

The Saving Lives Project was conducted in six communities in Massachusetts and 
was designed to reduce alcohol-impaired driving and related problems such as 
speeding (Hingson et al. 1996). Results of the evaluation indicated that during the 
five years that the program was in operation, cities that received the Saving Lives 
intervention produced a 25% greater decline in fatal crashes than the rest of 
Massachusetts, i.e., a 42% reduction in fatal auto crashes within the experimental 
communities, a 47% reduction in the number of fatally injured drivers who were 
positive for alcohol as well as a 5% decline in visible crash injuries and an 8% 
decline in 16 to 25-year-old crash injuries. In addition, there was a decline in self- 
reported driving after drinking (specifically among youth) as well as observed 
speeding. The greatest fatal and injury crash reductions occurred in the 16 to 25- 
year-old age group. 



Australia 

The COMPARI Project was designed to reduce alcohol-related injury by focusing 
on the general context of alcohol use in the community and not solely on alcoholics 
or heavy drinkers. The analyses failed to demonstrate an impact, possibly due to the 
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short length of the follow-up period. On the other hand, the project was highly 
valued by the community. After completion of the university-managed 
demonstration project, the project was transferred to local control. It currently 
operates under a contract awarded by the government and is the only non- 
metropolitan alcohol and drug program undertaking community-wide activities in 
Western Australia (Midford et al. 1999). 



Australia 

The Surfers Paradise project was designed to reduce violence and disorder 
associated with the high concentration of licensed establishments in the resort town 
of Surfers Paradise in Queensland, Australia (Homel et al. 1997). The project used a 
full-time community organizer who formed a steering committee to oversee a 
number of activities focused on increasing safety in and around licensed 
establishments. The project involved three major strategies: (1) the creation of a 
Community Forum, including the development of task groups and implementation 
of a safety audit; (2) the development and implementation of risk assessments. 
Model House Policies, and a Code of Practice; and (3) improvement in the external 
regulation of licensed premises by police and liquor licensing inspectors (see Homel 
et al. 1997). The Surfers Paradise project and its replications in three North 
Queensland cities, Cairns, Townsville, and Mackay (Hauritz et al. 1998), resulted in 
significant improvements in police effectiveness, highlighting the need for 
mechanisms that can maintain gains achieved from community action projects 
(Homel et al. 1997). 



United States 

The Communities Mobilizing for Change on Alcohol (CMCA) was designed to 
reduce the accessibility of alcohol to youth under the legal drinking age of 21. The 
project was composed of five core components: (1) influences on community 
policies and practices, (2) community policies, (3) youth alcohol access, (4) youth 
alcohol consumption, and (5) youth alcohol problems. The CMCA project recruited 
15 communities in Minnesota and western Wisconsin. Interventions included decoy 
operations with alcohol outlets (in which police typically have underage buyers 
purchase alcohol at selected outlets), citizen monitoring of outlets selling to youth, 
keg registration (which requires that purchasers of kegs of alcohol provide 
identifying information thus establishing liability for resulting problems at parties 
where minors are drinking), developing alcohol-free events for youth, shortening 
hours of sale for alcohol, responsible beverage service training, and developing 
educational programs for youth and adults. Merchant survey data revealed that they 
increased checking for age identification, reduced their likelihood of sales to minors, 
and reported more care in controlling sales to youth (Wagenaar et al. 1996). The 
study, using young looking purchasers, confirmed that alcohol merchants increased 
age identification checks and reduced their propensity to sell to minors. The 
telephone survey of 18 to 20-year-olds indicated that they were less likely to 
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consume alcohol themselves and less likely to provide it to other underage persons 
(Wagenaar et al. 2000). Finally, the project found a statistically significant net 
decline (intervention compared to control communities) in drinking and driving 
arrests among 18 to 20-year-olds and disorderly conduct violations among 15 to 17- 
year-olds (Wagenaar, Murray & Toomey 2000). 



United States 

The Community Trials Project (Holder et al. 1997a) was a five-component 
community-level intervention conducted in three experimental communities 
matched to three comparisons selected for geographical and cultural diversity. The 
five interacting components included: (1) a "Community Knowledge, Values, and 
Mobilization" component to develop community organization and support for the 
goals and strategies of the project; (2) a "Responsible Beverage Service Practices" 
component to reduce the risk of intoxicated and/or underage customers in bars and 
restaurants; (3) a "Reduction of Underage Drinking" component to reduce underage 
access; (4) a "Risk of Drinking and Driving" component to increase enforcement 
efficiency regarding Driving While Impaired and reduce drinking and driving; and 
(5) an "Access to Alcohol" component to reduce overall availability of alcohol. As a 
result of this prevention project alcohol-involved traffic crashes were estimated (via 
time-series analysis with matched comparison communities) to have dropped by 
about 10% annually, drink/drive crashes with arrests dropped by 6%, alcohol- 
involved assault injuries appearing in the Emergency Room of local hospitals 
declined by 2%, and severe assault cases requiring hospitalization dropped by 43% 
in comparison to control communities (Holder et al. 2000). 



New Zealand 

The Waikato Rural Drink Driving Project was begun in 1996 as a community-action 
effort to implement strategies to reduce drink driving crashes in the Te Awamutu 
Police District. A major strategy developed and implemented as a part of this project 
was to increase police enforcement of drink driving in the district through adaptation 
of Compulsive Breath Testing (CBT) and mobile patrols to better fit the rural 
setting. The results of this local action project included: a reduction in fatal traffic 
crashes from 22% to 14%, alcohol positive breath test results by the police 
decreased sixfold, i.e., from 1 in 35 tests to 1 in 216 tests, prosecutions for drink 
driving increased by 23%, and local news coverage of drink driving and 
enforcement increased. 

3. OBSERVATIONS FROM LOCAL ALCOHOL POLICY EFFORTS ACROSS 

THE GLOBE 

Community action is essential for increasing local awareness, changing attitudes 
regarding alcohol use and problems, and increasing support for local alcohol policies 
(Casswell 1995; Holmila 1997; Holder et al. 2000; Midford et al. 1999). The most 
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local alcohol policy projects internationally have focused on specific issues, such as 
underage drinking (Wagenaar et al. 1996), drinking and driving (Hingson et al. 
1996; Holder et al. 2000; Voas, Holder & Gruenewald 1997), violence in and around 
licensed premises (Hauritz et al. 1998; Homel et al. 1997) or alcohol injuries 
(Putnam et al. 1993). None of these projects decreased overall alcohol consumption 
or sales, suggesting that community policy approaches may not he useful strategies 
for decreasing overall alcohol consumption, at least in the short-term, but have high 
potential to decrease alcohol problems. 



Community Mobilization is Essential 

Community mobilization in support of alcohol policies to reduce alcohol-related 
problems typically have the following methods in common: 

• a full or part-time person serves as a community organizer 

• the community organizer (and often others on the project) working with local 
government, businesses, police, etc., to support prevention policies and 
strategies. 

• usually local committees are formed to develop or refine policies/interventions 
and support their implementation. 

• media advocacy or the use of local news about alcohol issues and public policy 
as a key strategy. 

As part of community action, the process of developing and sustaining alcohol 
policy approaches encourages local organizations and citizens to participate in and 
support policies. In this way, community action can result in powerful effects by 
developing a collection of strategies that work together synergistically 



Media Advocacy Plays Important Role 

Media advocacy as the purposeful use of local news to support policy initiatives has 
become an increasingly popular tool in local efforts. This approach complements 
health and community-action campaigns and is based on the view that public health 
problems are the result of social, economic, and political conditions. As noted by 
Wallack and Dorfman (1996), the two main goals of media advocacy are to gain 
access to the media to tell an important local story and to frame that story so that it 
focuses on the policy issues rather than the unhealthy behavior of individuals. By 
having newspaper or TV editors and reporters "tell the story" rather than paying for 
counter-advertising, or preparing PSAs, program staff time and resources can be 
more efficiently used. 

Media advocacy is usually undertaken as a component of a multi-faceted, 
community-action initiative (see Stewart & Casswell 1993) or in connection with 
regulatory changes, law enforcement, community mobilization, and monitoring of 
high-risk behavior (Treno et al. 1996; Treno & Holder 1997; Holder & Treno 1997). 
lernigan and Wright's (1996) volume provides case studies of media advocacy, and 
Stewart and Casswell (1993) provide outcomes from the New Zealand Community 
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Action Project (CAP) carried out in the early 1980s. In the New Zealand study there 
were positive effects in intervention communities, in comparison with the reference 
communities. For example, an increase in media coverage of alcohol-related 
material focusing on moderation and alcohol policy was evident. 



Mechanisms for Change at the Local Level 

Community-action projects support interventions whose effects can span several 
years. Effects can occur immediately and over the long term. Sometimes it is not 
possible to measure ultimate impacts during the timeframe of the project. Therefore, 
it is important to monitor proximal or mediating outcomes and link these in an 
overall causal model to long-term public health goals. For example, increased 
enforcement of laws against drink driving and increased local news attention to 
police enforcement has been linked to increases of perceived risk of arrest, which, in 
turn, has been linked to decreases in drinking and driving and subsequent 
automobile crashes (Voas, Holder & Gruenewald 1997; Hingson et al. 1996). 
Merchant training, enforcement of rules and regulations, and local news coverage of 
policy when used in combination appeared to be instrumental in reducing underage 
purchases (Wagenaar et al. 2000; Grube 1997). Similarly, both training and 
enforcement may be necessary in order to reduce service to intoxicated patrons 
(McKnight & Streff 1994; Saltz 1997). Finally, decreases in alcohol outlet densities 
have been linked recently to decreases in automobile crashes (Gruenewald & 
Johnson under review) suggesting that community efforts to limit such densities 
may produce desired outcomes in terms of crashes and resulting injuries and deaths. 

4. "GOOD AND BAD NEWS" FROM LOCAL-BASED ALCOHOL POLICY 

EFEORTS 

Enacting policy at the community level has a number of advantages. First, local 
citizens are close to where alcohol problems are experienced personally. The 
community must deal with drinking drivers and injuries and deaths from crashes 
involving alcohol-impaired drivers. It must provide hospital services and emergency 
medical services, conduct autopsies, and work with personal rehabilitation and 
recovery. Alcohol problems are personal experiences for community members, and 
efforts to prevent or reduce future problems are also a personal matter. Parent groups 
can be formed around a concern about underage drinking. Such groups can be 
mobilized to create public pressure against retail alcohol sales to underage persons 
and against access to alcohol at youthful social events. The consequences of such a 
policy, if it constrains local retailers or establishes priorities for local police 
enforcement, are experienced locally. When local policy advocates advance policy 
positions, they also encounter those who may oppose such policies (also members of 
the community) who may have vested interests in information dissemination, selling 
alcohol, and treatment. This means that policy can create, in a local forum, debate 
between opposing community groups and individuals and thus draw news media 
attention to such issues. 
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Funds to support extensive or expensive community alcohol programs are either 
limited or nonexistent in many countries today. If the implementation of an alcohol 
policy and its maintenance can be of low or no cost, then local leadership, especially 
elected officials who have a number of competing demands for tax revenue, may be 
especially receptive. Local leaders wish to show that they are finding solutions to 
problems that require little local funds. Low-cost approaches help leaders win 
elections, increasing their power and influence, and make a real contribution to the 
community. A policy can be shown to the community to (a) have the potential to 
reduce alcohol problems, (b) be inexpensive to implement and maintain, and (c) 
have local citizen support (even if there is special interest opposition, e.g., local 
alcohol wholesalers). These three elements are especially attractive to local leaders. 

Many strategic alcohol policies have generated evidence of effectiveness (often 
at the national or state/provincial level) that can be presented to local citizens. 
Evidence of potential effectiveness within a real community appeals to both citizens 
and their leaders. In current times, prevention programs are increasingly being asked 
to demonstrate that they work or have benefit. The research base for many alcohol 
policies demonstrates what can and cannot work (see Edwards et al. 1994). 

There are also problems and difficulties for alcohol policy at the local level. 
Eirst, local alcohol policies are rarely highly visible, lacking lapel pins, balloons, 
posters, brochures, PSAs, etc. Policies, by their very nature, do not usually naturally 
generate public spectacles or celebrations. However, news media coverage prompted 
by media advocacy strategies (Treno et al. 1996) can stimulate public attention to 
the need for and support of specific policies. Public activities that bring attention to 
alcohol problems have a valuable place in a spectrum of prevention strategies, but 
they are almost certainly never sufficient. However, public activities such as an 
"Alcohol Awareness Week" produce personally satisfying experiences for citizens 
and leaders. Such programs generate enthusiasm and public recognition. Policies 
generally are not guaranteed to provide immediate personal satisfaction to their 
advocates in the way that a campaign or visible service program can. 

Second, local alcohol policies generate controversy. Such controversies occurred 
in each of the three experimental communities of the U.S. community trial. Unless 
the local citizens who are supporting and leading efforts to implement special 
policies are prepared for opposition, the enthusiasm of local groups can be reduced. 
As opposition grows in response to a local alcohol policy, for example to restrictions 
on new alcohol outlets, local volunteers can feel torn between wanting to be "good 
neighbors" and wanting to reduce alcohol problems in the community. This conflict 
can arise in cases of local restrictions on alcohol retail outlets, stores, or bars and 
restaurants, and opposition by retailers. 

Third, a program that provides services or educational materials is more easily 
grasped than are proposed changes in local zoning requirements that establish 
minimum distances between alcohol outlets. Community leaders may require more 
convincing before they appreciate the importance of local policies although policies 
were as easily understood and appreciated by community representatives as were 
prevention programs or services. 

Eourth, policies often take time to work. Increased enforcement of laws 
prohibiting alcohol sales to minors coupled with manager/clerk training are unlikely 
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to immediately reduce youthful drinking. As a result, local advocates will not 
necessarily personally experience a quick success. The potential long-term 
effectiveness of a policy can be difficult for people to accept. 

5. OBSERVATIONS 

This review of community approaches to the prevention of alcohol problems at the 
local level can draw important conclusions. The case studies reviewed here 
demonstrate the potential of a well-defined, theory-driven, community-action 
approach to reduce local alcohol problems. Each of these examples, and other local 
efforts not discussed here, show that local initiatives can be efficacious. Alcohol 
problems are best considered in terms of the community systems that produce them. 

Community-action projects are just that — projects that seek to address the total 
community system and are not naturally limited to a specific target group or service 
group. These are not projects in which a local program to provide services to a 
specific target group happens to be located in a community. Most community-based 
prevention efforts involve the delivery of prevention "services" to individuals such 
as students or high-risk youth or heavy drinking individuals. These service-based 
prevention efforts require an organizational structure, philosophy, and resources 
very different from the organizational base of policy-based interventions. Policy- 
based interventions require the community prevention coalition to be thoughtful, 
strategic, and purposeful. The community efforts described here involved local 
leadership in designing, implementing, and supporting alcohol policies to reduce 
problems across the community in total, not only a specific target group. Local 
alcohol policy requires a different perspective than do service programs. 

Local alcohol policy strategies have the greatest potential to be effective when 
prior scientific evidence is utilized. Many of the international local projects 
described here implemented a series of interventions that prior research had 
indicated were likely to reduce alcohol-related problems. In local prevention efforts, 
community members want to learn what science revealed about what prevention 
alternatives worked. Members understood the utility of project data collection for 
mid-course correction of intervention efforts and the import of science. 

Media advocacy is essential to local community action which refers to the 
strategic use of media to advance policy goals (Wallack 1990; Holder & Treno 
1997). Without skillful media work, it is very difficult (perhaps impossible) to 
create policy-driven structural changes within a community. 

Policies can be self-sustaining because they can have a longer life, once 
implemented, than services that must be maintained and, thus, funded each year. A 
policy of required training for alcoholic beverage servers in bars and restaurants 
through an existing adult education system has a potentially longer period of 
effectiveness than does a professionally planned public education campaign which 
must be funded and implemented each year. Even when the potential effectiveness 
of a policy decays over time due to lower compliance or lowered regulation or 
enforcement, policies can continue to have sustaining effect, even without 
reinforcement. One illustration of this comes from the U.S. minimum drinking age 
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set at 21 for all states. O'Malley and Wagenaar (1991) found that the effects on 
drinking and driving resulting from the increased minimum age were more sustained 
in states with previous higher drinking ages than in states with lower ages (18 to 19). 

In the final analysis, complementary system strategies that seek to restructure the 
total alcohol environment are more likely to be effective than single intervention 
strategies. Prevention strategies with the natural capacity for long-term 
institutionalization are to be favored over interventions that are only in place for the 
life of the special project. 
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Background. On July 1“, 1999, the spirits market in Switzerland was reformed based on the World Trade 
Organization (WTO) agreement. The tax reform, in addition to increased competition, has resulted in a 
30-50% decrease in price for foreign spirits (liquor). The purpose of the present study is to examine 
whether decreased prices due to the tax reform and the liberalized spirits market in Switzerland have had 
an effect on spirits consumption, and whether the effect differs by demographic and other correlates. 
Methods. The present study uses data from a longitudinal study on changes in alcohol consumption in 
Switzerland’s resident population. The baseline survey was conducted three months before the tax reform 
and the follow-up was conducted 28 months after the tax reform. A randomly selected sample of 4007 
residents aged 15 years or older participated in the baseline survey and 73% in the follow-up survey. The 
data were obtained by computer-assisted telephone interview, including detailed questions on alcohol 
consumption, drinking habits, problem drinking, purchase of spirits and socio-demographic 
characteristics. 

Results. Consumption of spirits increased after the price of spirits decreased. The increase in spirits 
consumption was consistent across sub-groups, with the exception of the group aged 60 or older. 
Moreover, the increase in spirits consumption persisted even after adjustment for significant correlates of 
spirits consumption. Apart from age, there was no evidence that the increase in spirits consumption 
differed between sub-groups as defined by sex, region, working status, education, smoking, drinking 
frequency, or average number of drinks. 

Conclusions. The findings demonstrate that younger people are more affected by price than older persons. 
This study demonstrated that price should be considered an effective policy to reduce alcohol misuse and 
alcohol-related problems, especially among the younger population. 



1. INTRODUCTION 

On July 1999, the spirits (liquor) market in Switzerland was reformed based 
on the World Trade Organization (WTO) agreement to eliminate discrimination of 
taxes on foreign beverages. Before the changes, the tax rate for domestic spirits was 
CHF 26- per litre of pure alcohol, and the tax rate for foreign spirits ranged between 
CHF 32- and CHF 58- per litre of pure alcohol. In addition, only a very limited 
number of importers were allowed to import bottled spirits into Switzerland. 
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According to the new regulation, a uniform tax rate of CHF 29- per litre of pure 
alcohol was introduced for both domestic and foreign spirits and every company is 
now allowed to import bottled spirits. The tax reform led to increased competition 
among importers, and therefore had an indirect effect of reducing former high profit 
margins of importers. Both aspects of tax reform and higher competition resulted in 
a 30-50% decrease in the retail price of foreign spirits. The industry did not increase 
the prices for domestic spirits, however, to avoid the loss of customers. The tax 
reform affected the price of foreign spirits only; the price of wine and beer did not 
change. The share of imported spirits accounted for 53% of the total spirits sales in 
1998 (Schweizerische Fachstelle fiir Alkohol- und andere Drogenprobleme (SFA), 
1999) prior to the reform, and then accounted for 58% after the reform in 2000 
(Schweizerische Fachstelle fiir Alkohol- und andere Drogenprobleme (SFA), 2001). 
The marked decrease in the price of imported beverages within a short period of 
time allowed us to examine the impact of this policy change on spirits consumption. 

Changes in price, such as the sudden decrease in the prices of imported spirits in 
Switzerland, are commonly referred to as “natural experiments”. “Natural 
experiments” potentially allow control through a quasi-experimental study design, 
which is often lacking in other designs of social epidemiology (Cook and Campbell, 
1979). In the present case, observed changes in consumption are more likely to be 
related to the price decrease rather than to other confounding predictors because of 
the suddenness of the intervention. In the last two decades, similar “natural 
experiments” on the impacts of alcohol policies have mainly resulted from the 
privatisation and deregulation of alcohol monopolies in the European Union (Nordic 
Studies on Alcohol and Drugs, 1999) and in North America (Her et al., 1998, 1999; 
Wagenaar et al., 1999). As a consequence, the alcohol distribution system enlarged, 
which typically results in changes in both economic and structural availability 
(Gruenewald, 1993). Therefore, it has been difficult to distinguish the economic 
effects from the structural effects evidenced in previous research. 

Most often, empirical research on price effects has been conducted with 
aggregated rather than individual data. Series of sales data, for instance, have been 
analyzed by time series methods (Rehm and Gmel, 2001). Since these methods 
require many measurement points and the data used usually rests on annual 
statistics, they are generally useful to evidence long-term trends rather than short 
term economic impacts. 

Previous studies have found the association between price and consumption. In 
general, as the price of alcohol increases, consumption decreases (Clements and 
Selvanathan, 1991; Levy and Sheflin, 1983; Osterberg, 1995). However, the level of 
effect on consumption varies by age group, drinking level and type of alcohol (Coate 
and Grossman, 1988; Edwards et al., 1994; Manning et al., 1995) and the findings 
are not conclusive. 

The critical lack of recent research on price effects at the individual level has 
been widely observed (Chaloupka et al., 1998; Godfrey, 1997; Her et al., 1999). To 
establish an effective alcohol policy, new studies on price effects in modern 
societies are required to adjust for changes in the societal environment (Plant et al., 
1997; Rehm et al., 2000). In addition, studies at the aggregate level can provide no 
evidence for sub-groups (Cook and Campbell, 1979; Morgenstern, 1998; Rehm and 
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Strack, 1994); for instance, only individual-level studies are able to differentiate the 
responsiveness to price change among different types of drinkers. 

The purpose of the present study is to investigate whether decreased prices due 
to tax reform and the liberalized market of spirits in Switzerland have increased 
spirits consumption over time, and whether this effect differs by demographic and 
other correlates. One strength of the study is its longitudinal design, which allows us 
to examine the overall price effect, as well as the effects on study subgroups. 

2. METHOD 



2.7. Study design and participants 

The present study used data from a longitudinal study on changes in alcohol 
consumption in Switzerland’s resident population. The sampling design involved a 
stratified two-stage probability sample, with oversampling of smaller French- and 
Italian-speaking regions. Oversampling was done to increase the sample sizes of 
those regions so that statistical tests would have sufficient power to test regional 
differences. At the baseline survey, 5595 households were randomly selected based 
on the Swiss telephone registry. (In Switzerland, most of the households have only 
one distinct telephone line). Within each household, a target person aged 15 or older 
was randomly chosen to participate in the study. A total of 4007 subjects 
participated in the baseline survey, with a response rate of 71.6 % (non-response 
included neutral losses — telephone number of holiday dwellings, automatic 
responders and faxes, non-valid number and refusal). The first two follow-up 
telephone interview surveys were conducted in autumn 1999 and spring 2000. Due 
to budget constraints, only a subsample (54%) of the original sample was re- 
contacted during these follow-ups. The final follow-up with the entire sample was 
conducted in autumn 2001. In the final follow-up, all 4007 subjects were re- 
contacted, and 73% of them (2923) participated in the follow-up telephone 
interviews. The present study was restricted to data from the baseline and final 
follow-up surveys. 

The attrition rate between baseline and follow-up was 27.1%. Drop-outs (1084) 
were due to refusals (323), unable to reach the subjects (761), which included unable 
to update address despite of enormous efforts (417), health reasons including 
mortality (186), and time constraints for conducting the follow-up (158). Time 
constraints arose because it was necessary to conduct the follow-up surveys within a 
two-month period to avoid reports of atypical drinking occasions due to the 
Christmas holiday season. Interviews were conducted from October 10 through 
December 21, 1999. We examined the rate of attrition by demographics and other 
correlates. The results showed that attrition did not vary by sex, region, working 
status, education, or consumption (“having 3 or more glasses a typical day”). 
However, attrition varied significantly by age (attrition is higher in the group aged 
less than 30 years old and the group aged 60 or older), and smoking status (attrition 
is higher for smokers). Therefore, these correlates will be included in the multiple 
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regression model to examine the increase in spirits consumption over time, to adjust 
for potential bias due to attrition (Muthen and Muthen, 2000). 

2.2. Procedure 

The baseline survey was conducted three months before the tax reform which 
began on July 1, 1999, and follow-up was conducted 28 months after the tax reform. 
The data were obtained by computer-assisted telephone interview. Respondents who 
were unable to speak German, French or Italian, or who could not participate for 
health reasons, were not interviewed (less than 3% of the sample contacted). A 
closed-ended questionnaire was used in the interview. The questionnaire included 
detailed questions on alcohol consumption, drinking habits, problem drinking, the 
purchase of spirits, and socio-demographic characteristics, and involved items 
developed at the Swiss Institute for the Prevention of Alcohol and Drug Problems 
for the Swiss Health Survey (Bundesamt fiir Statistik (BFS), 1994, 1998) and the 
Alcohol Research Group, Berkeley (Greenfield, 2000). 

2.3. Measures 

Spirits consumption (outcome variable). Spirits consumption was measured by a 
graduated frequency instrument (Greenfield, 2000; Midanik, 1994). Respondents 
were first asked if they drank spirits during the past seven days. If they did, they 
were asked to indicate the number of days they consumed spirits and number of 
drinks they had on the reported days. The response categories for the drinking 
quantity were 11 or more, 9-10, 7-8, 5-6, 3-4 and 1-2 drinks. A drink is defined as 
3 cl (centilitre) of spirits. Respondents who reported no weekly consumption were 
asked about consumption occasions for each drinking quantity during the past six 
months. The same response categories for drinking quantity were asked of subjects 
who reported drinking on a weekly basis. The response categories for consumption 
occasion during the past six months included once a week, twice or three times a 
month, once a month, less often than once a month and never. Estimated volume of 
spirits consumption was obtained by turning quantities and related frequencies into 
grams of pure alcohol per day (Rehm, 1998). 

Demographic correlates. Include sex, age (categorized into 15-29, 30-59 and 60 
or older), region (categorized into German-, French- and Italian-speaking), working 
status (Yes versus No) and education (dichotomized as more than high school versus 
other). 

Other correlates. Include smoking (Yes versus No), having 6 glasses or more 
(monthly or more versus less than monthly) of any alcohol, having 3 or more glasses 
of any drink per typical day (Yes versus No). 
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2.4. Data analysis 

Weighting based on stratification by linguistic regions and the number of persons 
in the household was used throughout the analysis. Both unweighted and weighted 
mean spirits consumption is presented at baseline and the final follow-up. 

To examine the impact of attrition, we imputed missing data at follow-up based 
on the total alcohol consumption at baseline and the final follow-up, the spirits 
consumption at baseline and follow-up, sex, age, linguistic regions and smoking 
status using hot deck imputation by means of PRELIS (Joreskog and Sorbom, 1993). 
The hot deck imputation of missing values for a respondent searches for other 
respondents that have the same response patterns over the variables. If a matching 
respondent is found, the corresponding value is "donated" to the respondent with the 
missing value. The results showed there were no differences in total alcohol 
consumption and spirits consumption between imputed mean and non-imputed mean 
in general, and among subgroups at follow-up. Therefore we presented the results 
using non-imputed means. 

We examined the mean spirit consumption levels at baseline and follow-up 
within subgroups of each correlate, which are presented in Table 1. We further 
examined the differences of the time trends across correlates using Generalized 
Estimating Equations (GEE) (Liang and Zeger, 1986; Zeger et ah, 1988). Time was 
coded 0 for baseline and 1 for the follow up. In addition, the interaction effect 
between time and each of the correlates was examined to test whether the effect of 
time on spirit consumption varied by each of the correlates. 

The GEE is used to fit the regression models to handle correlated outcomes due 
to repeated measures of the same subject over time. The GEE approach estimates 
regression parameters by dealing with them only as they affect the marginal means. 
GEE can also handle correlated data with missing observations that produce a 
variable number of repeated observations across subjects. 

A final multiple regression model (Table 2) describes the effect of time after 
controlling for all covariates (sex, age, age X time, smoking, having >6 drinks, 
average number of drinks), which significantly predicted spirit consumption in the 
previous regression models or varied significantly by attrition in order to adjust for 
potential confounding and potential bias due to attrition. 

3. RESULTS 

Overall, more women than men participated in the study (57 % women versus 43 
% men). The sample thus consists of a slightly higher percentage of women 
compared with the Swiss resident population (51% women and 48% men) 
(Bundesamt fiir Statistik (BES), 2001). Among the subjects, 19% were less than 30 
years old, 54% were between 30 to 59, and 27% were 60 years or older. The age 
distribution in our sample approximates the Swiss resident population (22%, 54% 
and 24% respectively). The sample distributions of three linguistic regions 
- German-, Erench- and Italian-speaking are 48%, 25% and 28% respectively. Due 
to the oversampling of smaller French and Italian-speaking regions in the study 
design (in order to have sufficient power to test the regional difference), our sample 
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consists of a greater proportion of French- and Italian- speaking persons compared 
to the Swiss resident population (64%, 19% and 8% respectively). About 57% of the 
subjects reported employment and 32% had more than a high school education at the 
time of the study. Thirty-three percent of the subjects reported smoking, 10% 
reported having 6 drinks monthly or more frequently, and 27% of the subjects 
reported having 3 or more drinks per typical day. 



Table 1. Mean Spirits Consumption at Baseline and Follow-up by Correlates 







Unweighted 






Weighted 








Baseline 


Final Follow-up 


Baseline 


Final Follow-up 




n 


Mean (Std) 


n 


Mean (Std) 


Weighted 

n 


Mean (Std) 


Weighted 

n 


Mean (Std) 


Total 


4007 


0.695(1.991) 


2923 


0.885 (2.251) 


4007 


0.711(1.948) 


2966 


0.980 (2.345) 


Sex* 


Male 


1706 


1.002 (2.464) 


1227 


1.230 (2.480) 


1834 


0.936 (2.428) 


1325 


1.217 (2.445) 


Female 


2301 


0.467(1.511) 


1696 


0.636 (2.034) 


2173 


0.521(1.471) 


1641 


0.788 (2.253) 


Age* 


<30 


763 


0.925 (2.380) 


519 


1.386 (2.799) 


973 


0.934 (2.433) 


683 


1.551 (3.246) 


30-59 


2152 


0.623(1.510) 


1656 


0.859 (2.195) 


2162 


0.619(1.417) 


1675 


0.870 (2.212) 


60 or more^ 


1092 


0.676 (2.461) 


748 


0.594(1.857) 


872 


0.691 (2.402) 


608 


0.639 (1.712) 


Region 


German 


1905 


0.707(1.859) 


1378 


0.881 (2.145) 


2811 


0.716 (2.246) 


2085 


0.953 (2.709) 


French 


991 


0.720 (2.275) 


702 


0.931 (2.456) 


955 


0.706 (2.168) 


693 


1.083 (2.660) 


Italian 


nil 


0.651(1.939) 


843 


0.853 (2.242) 


241 


0.668 (0.919) 


188 


0.893(1.084) 


Working 


Yes 


2304 


0.833 (2.159) 


1802 


1.000 (2.377) 


2446 


0.806 (2.160) 


1944 


1.023 (2.456) 


No 


1374 


0.629(1.897) 


1121 


0.700 (2.018) 


1255 


0.698(1.764) 


1022 


0.898 (2.152) 


Education 


High 


1288 


0.860 (2.280) 


1029 


0.932 (2.262) 


1143 


0.932 (2.367) 


932 


1.024 (2.337) 


Low 


2371 


0.700(1.934) 


1877 


0.860 (2.247) 


2546 


0.695(1.799) 


2024 


0.959 (2.355) 


Smoking^ 


Yes 


1338 


0.895 (2.369) 


930 


1.183 (2.858) 


1331 


0.961 (2.453) 


930 


1.314 (3.074) 


No 


2668 


0.594(1.764) 


1993 


0.746 (1.887) 


2675 


0.587(1.623) 


2036 


0.827(1.892) 


> 6 Drinks^ 


> monthly 


415 


1.988 (3.736) 


280 


1.874 (3.648) 


429 


1.895 (3.543) 


302 


2.050 (3.863) 


< monthly 


3592 


0.545(1.612) 


2643 


0.780 (2.021) 


3578 


0.569(1.611) 


2664 


0.858 (2.088) 


Ave No. drinks/d^ 

3 or more 1071 


1.392 (2.809) 


771 


1.513 (2.955) 


1171 


1.337 (2.704) 


871 


1.563 (3.111) 


Less than 3 


2936 


0.441(1.514) 


2152 


0.660(1.888) 


2836 


0.452(1.514) 


2094 


0.737(1.952) 



1 . The differences of spirits consumption within the subgroups of the correlate were significant 

(p<0.01) 

2. The spirits consumption increased significantly (p <0.01) for all subgroups at follow-up except for 
the group of aged 60 or more. 



3.1. Spirits consumption and changes over time 

Mean spirits consumption at baseline and follow-up by each demographic and 
other correlates is presented in Table 1. Overall, the mean spirits consumption 
significantly increased at follow-up. In addition, spirits consumption also increased 
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at follow-up for most of the subgroup, with the exception of the group aged 60 or 
older. 

Among the correlates, sex, age, smoking, heavy drinking frequency and average 
number of drinks were significantly related to spirits consumption overall. Men 
showed significantly higher spirits consumption than women; those aged 15-29 
reported higher spirits consumption than those aged 30-59 or those aged 60 or older; 
and those who smoke evidenced higher spirits consumption. As expected, those who 
had 6 or more drinks monthly or more, and those who had 3 or more drinks in a 
typical day showed higher spirits consumption at both baseline and follow-up. 

We examined the interactions of time and each correlate to assess whether the 
effect of time on spirits consumption varied by the subgroups of each correlate. The 
results showed that the increase of spirits consumption did not vary significantly by 
the subgroups of each correlate, with the exception of age. Among the three age 
subgroups, subjects aged 15-29 and 30-59 experienced significantly larger increases 
in spirits consumption, when compared to the subjects aged 60 or older. 

A final multiple regression analysis was conducted to assess whether spirits 
consumption increased at follow-up after adjusting for sex, age, smoking, having 
6 or more drinks monthly or more and having 3 or more drinks in a typical day 
(Table 2). The effect of time remains significant after adjusting for all of the 
significant covariates. 

Table 2. Multiple regression model predicting spirits consumption over time 







Unweighted 






Weighted 






Test of 






Test of the 








the effect 






effect 








p-vaiue' 


Coefficient 


p-value 


p-vaiue' 


Coefficient 


p-value 


Intercept(baseline) 




0.429 (0.067) 


<0.000 

1 




0.469 (0.090) 


<0.000 

1 


Follow-up 


<0.0001 


-0.076 (0.086) 


0.3778 


0.0001 


-0.045 (0.116) 


0.6964 


Male 


<0.0001 


0.301 (0.064) 


<0.000 

1 


0.0358 


0.160 (0.076) 


0.0358 


Age 


<0.0001 




<0.0001 






age 60 or more 




reference 




reference 


age 31-59 




-0.017(0.111) 


0.8766 




0.012(0.136) 


0.9277 


age 15-29 

Age * Time 


0.004 


-0.289 (0.085) 


0.0007 


0.0022 


-0.285 (0.115) 


0.0132 


Follow-up* age 60 or more 




reference 




reference 


Follow-up* age15-29 




0.571 (0.165) 


0.0005 




0.687(0.199) 


0.0006 


Follow-up* age30-59 




0.327(0.101) 


0.0011 




0.304 (0.135) 


0.0236 


Smoking 


0.0086 


0.172 (0.066) 


0.0086 


0.0186 


0.211 (0.090) 


0.0186 


Have >6 drinks, >monthly 


<0.0001 


0.812(0.159) 


<0.000 

1 

<0.000 


<0.0001 


0.806 (0.180) 


<0.000 

1 


Average drinks/day, >3 


<0.0001 


0.580 (0.076) 


<0.0001 


0.559 (0.098) 


<0.000 


drinks 


7% 




1 


7% 




1 



1. The p-value is derived from Wald chi-square statistics (Wald, 1943). 
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4. CONCLUSION 

The present study is a longitudinal study that examined whether an increase in 
spirits consumption at the 28 -month follow-up is related to the decreased price of 
spirits due to the Swiss tax reform and market competition. We found the increase 
in spirits consumption to be consistent among the subgroups except the group of 
aged 60 or older. Moreover, the increase in spirits consumption persists even after 
we adjust for significant correlates of spirits consumption. Other than age, we did 
not find spirits consumption to increase differently within subgroups of each 
correlate. 

The present study allowed us to examine the effect of price on consumption at 
the individual level. In general, previous studies have shown that increased prices 
result in decreased consumption, while the present study showed the opposite effect: 
decreased prices resulted in increased consumption. We found only significant 
differences in price responsiveness by age, in that the younger age group responded 
more to the price change than the older age category. Those who are aged 60 or 
older did not respond to the price changes at all. Our finding is consistent with 
previous studies in that young people are more affected by the price of alcohol 
(Kenkel, 1993; Chaloupka and Wechsler, 1996; Godfrey, 1997). On the other hand, 
drinking habits for older people are more stable and therefore they are less likely to 
be affected by the price (Gmel et al., 1999). 

Previous studies of price effects on types of drinkers are not conclusive. Studies 
on youth showed alcohol consumption is inversely related to monetary price, and 
frequent and heavy drinkers are more responsive to price (Coate and Grossman, 
1988; Grossman et al., 1987; Laixuthai and Chaloupka, 1993). Chaloupka and 
Wechsler (1996) found an insignificant effect of price on alcohol consumption in a 
study of male college students and a relatively small effect on underage drinkers and 
female college students. However, another study has shown both light and heavy 
drinkers are less price-elastic than moderate drinkers (Manning et al., 1995). The 
present study found that all types of drinkers are affected by price and we did not 
find the effect of price to differ by type of drinkers. It is important to note, however, 
that these effects were tested linearly. According to Skog (1985) drinkers changed 
their consumption proportionally. Thus, our findings indicated that the increase in 
spirits consumption was relatively higher in moderate drinkers compared to heavy 
drinkers. 

The present study demonstrated that a reduction in the price of spirits increased 
spirits consumption and this effect remains 28 months after the intervention. 
Although our study did not find that heavier drinkers were more affected by price 
than other type of drinkers, all types of drinkers were affected by the price. In 
addition, our study found younger age groups were more affected by price than older 
age groups. Since younger people are more likely to engage in alcohol-related 
problems such as motor vehicle accidents, property damage, physical injuries, 
unwanted sexual advances and encounters with police (Perkins, 2002; Wechsler et 
al., 2000), the present study demonstrated that the price of alcohol should be 
considered an effective policy strategy to reduce alcohol misuse and alcohol-related 
problems, especially among the younger population. 
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5. CAVEATS 

The results of the present study should be interpreted with the following caveats. 
First, the present study is subject to the limitation of self-report survey. However, 
methodological reviews of such surveys have been determined to be generally valid 
when measuring consumption and examining alcohol responses, especially when 
comparing relative volume rather than absolute volume (Cooper et ah, 1981; 
Midanik, 1988). Second, the present study is subject to the limitation of longitudinal 
studies where attrition is considered a common problem. Potential bias may have 
been introduced through attrition. However, several procedures were used to 
examine potential bias from attrition and found no effects on the results. For 
example, the imputation for missing observation at follow-up was performed and no 
significant difference in spirits consumption was found between imputed and non- 
imputed results, and the results were therefore presented using non-imputed data. In 
addition, we examined the correlates associated with attrition and found only age 
and smoking status were associated with attrition. We further included the 
significant correlates associated with attrition in the multiple regression model 
served to adjust results for potential bias. In all instances, the effect of increased 
spirits consumption remained persistent and has therefore been found to be robust. 
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POLICIES AND POLITICS IN FRANCE 



"From aperitif to digestif 



Abstract. French alcohol policy has had many ups and downs since its inception after the defeat of 
France by Prussia in 1870 and the Commune rebellion, depending upon the political climate of the times. 
Only courageous politicians have succeeded in setting a coherent policy, for example during the 1950s. 
Some years later, due to the work of the demographist Sully Ledermann regarding the general 
consumption model, some physicians, led by Pierre Fouquet, developed a comprehensive approach to the 
problem resulting in a large interest in alcohol studies under the name "alcoologie". 

The resistance of a wine producing country, blinded by a passion for alcohol, meant that it took a century 
for alcohol policy to develop from specific measures — such as legislation on public drunkenness and a 
ban on absinthe - to a public health approach, which included alcohol problems amongst other addictions. 
However progress continues to be undermined by the French attitude to alcohol. After the political 
changes in 2002 the French are once again experiencing the political vulnerability of its alcohol policy. 

Key words. Alcohol policy, France, history, politics 



A POLITICAL FEAR AT THE END OF THE NINETEENTH CENTURY 

Alcohol prevention began in France in the very political climate following the 
French defeat by Prussia in 1870 and the events surrounding the Commune. Even 
though this rebellion was confined to the population of Paris, the bourgeoisie took 
fright as they relived the memory of the great French Revolution. After the defeat of 
the Communards, the conservatives pinpointed public drunkenness as being 
responsible for the troubles and for the spirit of sedition. It was easy for them to take 
up the theses of the alienist doctors of the period who had caricatured the role of 
alcohol on mental health in their theories of degeneracy. 

It was in this context that an anti-alcohol league, a non-governmental 
organization, was created in 1872 by well-known men from the world of science and 
politics, amongst whom were Louis Pasteur and Claude Bernard. The first success of 
this League was to achieve the passing of a law against public drunkenness in 1873. 
In its first long campaign the League then targeted a very popular Franco Swiss 
aperitif: absinthe. 

From 1870 to 1914, publications, demonstrations and petitions were organised in 
order to sensitise political leaders and inform public opinion on the dangers of this 
drink. Despite these efforts, the ban on absinthe was not introduced until the 
outbreak of the First World War through a decree issued the day after the declaration 
of war and confirmed by law in 1915. 
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THE ALCOHOLIC WEAPONS OE THE TROOPS 

Thus, absinthe with all its folklore disappeared. However wine became more 
established and it benefited from the events of the Eirst World War. In 1914 the 
wine producers from the South of Erance had presented the army with large 
quantities of wine and, from the following year, the Ministry of War placed orders 
for even larger quantities. Wine, called "pinard" in the trenches (an epithet still in 
use today) was thus discovered by large numbers of soldiers from the Northern parts 
of Erance where they did not as yet have the wine drinking habit. A few years after 
his victory at the battle of Verdun, Marshall Petain, gave a memorable eulogy in 
praise of wine. The most famous poets such as Apollinaire also extolled its praises, 
particularly champagne and its superiority over German beer. As he glorified the 
frontline Appolinaire wrote "where the artillery uncork the sparkling bottles" (ou 
I’artillerie debouche ses bouteilles cremantes) [1]. 

The victory of 1918 brought in a period of the glorification of wine during the 
"roaring twenties" or, as we say in French Les annees 20 ou les annees VIN, playing 
on words with the number "20" and the word "vin". Well-known personalities in the 
medical world appeared as "doctors - friends of wine" with texts such as Wine - my 
Doctor. The National League against Alcoholism was not very active during this 
period. 



WAR PROHIBITION AND NATIONAL EXCESS 

We can therefore see that during this first period in the prevention of alcoholism - 
that of the struggle against a social evil - internal and external political events 
greatly influenced this process. This was also the case during the Second World 
War. As in 1870, similar discussions arose pointing to alcohol as one of the causes 
for the defeat of the French army in 1940. In France, depending on the argument, 
wine can either be responsible for defeat or for victory. Once again, control 
measures were introduced by the French State (the Government of Occupation). It is 
impossible to evaluate the effect of these measures because it was the conditions 
caused by the occupation of France by the German army that led to a drop in wine 
consumption. These restrictions in supply were the cause of a considerable decline 
in alcohol related deaths. However, soon after 1945, the reconstruction of France 
was accompanied by a progressive "re alcoholisation" that led to a record level of 
consumption in 1957. Fortunately, the resulting problems provoked a reaction. The 
National League against Alcoholism was transformed in a new National Committee, 
Comite National de Defense Contre I’Alcoolisme (CNDCA). 

For some years, France then had a coherent alcohol policy underpinned by a new 
"inter-ministerial" committee answerable to the Prime Minister, the "Haut Comite 
d’Etudes et d’lnformation sur I’Alcoolisme" (HCEIA). It was set up by two brave 
politicians. The Left Wing Pierre Mendes-France began the work in 1954 and this 
work was continued by the Right Wing Michel Debre in 1959. This shows that the 
problem crossed the political divide. Mendes France is still remembered for having 
provided schoolchildren with a glass of milk each morning. He had shocked public 
opinion by drinking this same glass of milk during public meetings. 
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At the same time, a demographist, Sully Ledermann published the study which 
led to the general consumption model. This was based on research undertaken in the 
public Institut National d’Etudes Demographiques. Ledermann gave a strong 
warning, saying that alcohol producers, retailers, and the French Treasury, had made 
a "long term investment in alcoholism" [2]. In spite of this clear statement, the 
French went on hiding their heads in the sand (or in their wine cellars) and the 
policy recommendations of Ledermann were only implemented in Northern Europe 
(North of the English Channel!), and were known in Erance only through Nordic 
publications. No one is a prophet in his own country. 

THE CONCEPT OF ALCOHOLOGY: A COLLABORATION BETWEEN 
FRANCE AND SWITZERLAND 

The sixties were noted for the start of specialised clinical work begun in particular 
by Pierre Eouquet, the founder of alcohology, a title which he had taken from 
Switzerland. In November 1966 Pierre Fouquet aroused interest in the concept of 
"alcohologie" - a word quoted in Mark Keller dictionary [3] - and proposed the use 
of this word in his first article on this topic: "Eloge de I’alcoolisme et naissance de 
I’alcoologie" [4]. Eouquet’s vision of alcohology [5] was that of a discipline 
gathering together alcohol studies from all research fields in order to build a 
comprehensive and coherent approach to alcohol policy in Erance. Eouquet 
explained why he had adopted this term which had been introduced the previous 
year in Switzerland by a worker in the anti-alcoholism field called Gilbert Collette, a 
lawyer from Belgium - Vive la Erancophonie ! Collette had just founded a centre in 
Lausanne called the "Centre International d’Alcoologie" and a review called Etudes 
et Informations subtitled Alcool, Alcoolisation, Alcoolisme. Colette had himself 
borrowed the term from a doctor from Lausanne called Edouard Ceresole who had 
used it as early as 1923 in a communication addressed to the Vaudoise Society of 
Medicine. In a previous paper [6], I followed the origin of the word back even 
further, to a certain Robert Koppe, a German doctor practising in Moscow who had 
invented the German word "Alkohologie" in 1903. The history of this word which 
has jumped frontiers is quite interesting. I have tried to demonstrate in other papers 
[7] how the concept of alcohology is always pertinent in those countries where 
alcohol is the object of national passion. 

THEORETICAL AND POLITICAL ISOLATION: NGOS ON THE ERONTLINE 

Lets go back to the Erench situation at ground level. So Erance benefited from an 
official agency, had statistical data and intervention concepts in the field of 
prevention and care. Despite these measures, we see little coherence and little 
continuity in alcohol policy throughout the seventies and eighties. Progress was for a 
long time kept confidential in a country behoven to its passion for alcohol [8] and 
which was more interested in the commercialisation of the products of the vine and 
by the evaluation of its merits through the "good" ways of drinking. 
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It seemed that there could not he any change in the situation and that the French 
population was condemned to the highest consumption in the world and to a 
reduction in life expectancy. Alone private organisations such as the Association 
Nationale de Prevention de I’Alcoolisme (ANPA) - born out of the anti-alcohol 
League founded in 1872, through the Comite National de Defense Contre 
I’Alcoolisme (CNDCA) - kept the flame burning in the care for alcoholics and in 
prevention work. In order to fill the gap between needs and resources, local 
authorities used the efforts of these voluntary organisations, involved in prevention 
and rehabilitation, to carry out this unpopular task which was a cause of 
embarrassment to the authorities. Thus, the politicians were able to continue to focus 
all their attention on their supporters... the producers and the drinkers. 

"LA DOUCE FRANCE" IN A CHANGING WORLD [9] 

Changes began to appear through modernisation and internationalisation. Average 
consumption decreased from 19 litres of pure alcohol per capita per year in 1960 to 
11 litres in 1998. Consumption has decreased especially with regard to daily 
consumption, and there has been a shift from national beverages (especially wine) to 
international drinks such as beers and spirits. We can also observe a reduction in the 
differences between regions, as the rural world moves into the modern age. 

- The most important changes concern the patterns of consumption: alcohol is no 
longer drunk at every meal or even everyday. As in Northern Europe, it is becoming 
the drink of parties, football matches and rock concerts. It is less used as a food, but 
more and more as a drug for its psychoactive effect. Alcohol is drunk less during 
working hours and more during leisure time. 

- As a result, we can observe a decrease in the medical complications of 
excessive drinking - chronic alcohol-related somatic diseases such as liver cirrhosis 
- but an increase in social harm due to binge drinking and addiction. 

- Young people and urban citizens are the actors in these changes because they 
are refusing the traditional drinks of their parents and of their ancestors from rural 
backgrounds; this is why we can think that they will create new patterns. 

A CONCEPT STUCK IN THE GULLET 

In spite of some success (or perhaps because of it), the inter-ministerial committee 
(HCEIA) was dismantled after thirty years. It first passed to the administration of the 
Minister of Health (or the State Department depending on the weight given to health 
concerns by the different governments) and then was diluted in a "Haut Comite de la 
Sante Publique" (HCSP) which had at that time to deal with the increase in the 
consumption of illegal drugs and the problems of HIV/Aids. This most unfortunate 
situation provided the public authorities with an historical opportunity to put aside 
alcohol problems when faced with seemingly more urgent needs. Again NGOs were 
left alone to deal with the alcohol problem. 

However, at the beginning of the nineties, the Loi Evin - dealing with advertising 
of alcohol - finally put the question of alcohol back on the political agenda of the 
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policy makers in France and even in Europe, because of the consequences in the 
international media, particularly during the retransmission of international sporting 
events. This internationalisation of the issues was first taken on hoard by NGOs and 
led to the creation of European specialist organisations such as Eurocare where 
ANPA could voice Erench concerns when Erance itself was unwilling to face up to 
the fatality of alcoholism. An example of the French public agencies’ contempt for 
the international field, is the fact that it was only in 1998 that the French Ministry of 
Flealth became involved in the work of the expert group "Alcohol and Health" set up 
by the European Commission (DGV). 

Changes only appeared recently. During the last years, politicians have, at last, 
allowed the experts to define a new health policy in which the problems linked to 
alcohol consumption finally found their rightful place amongst other addictions. 
"But politicians as well as the general public still need to "digest" a very simple fact: 
‘alcohol is a drug’". Erance has still to face this terrible novelty - 45 years after the 
same position was taken by WHO. This is what I called "a concept stuck in the 
gullet" (in Erench we say "difficile a avaler" hard to swallow or "difficile a digerer", 
hard to digest). 

Nevertheless, "the new Erench alcohol policy has arrived", as we say about the 
Beaujolais Nouveau. In several official reports, alcohol is considered as another 
"hard drug". This change appeared also through the work of another public agency 
"Mission Interministerielle de Lutte contre la Drogue et la Toxicomanie" (MILDT). 
This agency introduced the concept of addiction with a new word, "addictologie" 
[10]: French scientists are enamoured with new words. 

HOPES AND RISKS OF COMPREHENSIVE POLICIES 

It is true that most alcoholics experience at least one other addiction, for example to 
tobacco, tranquillisers, cannabis. It is true that alcohol is a gateway to other drugs 
for many young people. Nevertheless, this comprehensive approach may have some 
awkward side effects: public health interest in tobacco or psychoactive drugs misuse 
and public concern for cannabis or other illegal drugs may mask the most important 
problem: alcohol abuse. This was the risk I foresaw some years ago in the new 
alcohol policy [11]. Another risk appeared recently in the new political situation in 
Erance. 

It is of interest to note that during the presidential election campaign of 2002 the 
approach to the problem became once again political: for whilst the drug problem is 
now considered a normal medical topic, it is still not considered a normal political 
topic [12]. The previous French Government and Prime Minister, who gave impetus 
to the new policy of including alcohol amongst other drugs, adopted fresh attitudes 
such as harm reduction and aired the question of the legalisation of cannabis. They 
lacked boldness in disseminating this information and using it in their campaign. 
New men are now in charge. Unfortunately indications are that alcohol consumption 
will benefit from the new political majority, using French traditional references to 
"art de vivre" which are always linked to alcohol. Another bad news is that the new 
right wing leaders stress the problems arising from illegal drugs and place their 
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hopes more on repression than on education. The wheel of history sometimes turns 
in a backward direction. 
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DRUNKENNESS AND PREEERENCE EOR SPIRITS IN 
DIEEERENT COUNTRIES 

Key words: alcohol, drunkenness, spirits, adolescents, international 



Objective. International studies show a rise in drunkenness over the last years among young people. In 
this study the number of drunkenness occasions among 15-year old students in 22 countries is reported. 
The cross-national association between drunkenness and the preference for spirits is described. Variation 
between countries is examined on the basis of their drinking cultures. 

Method. Data on alcohol use were taken from the 1998 World Health Organization (WHO) collaborative, 
cross-national survey on Health Behaviour of School-aged Children (HBSC). The multi-national 
representative sample consisted of 10,951 male and 1 1,451 female (drinking) students. 

Results. The lifetime prevalence of drunkenness was 57.1% for males and 50.4% for females. The 
number of drunkenness occasions showed a significant variation in the 22 countries. The correlation 
between drunkenness and preference for spirits was positive in 21 countries and strong (Spearman’s rho > 
.40) in some eastern countries. Geographic location turned out to be an important country level 
association with drunkenness and its predictors. Southern European countries showed moderate relations, 
whereas strong relations were found in Scandinavia, the Baltic countries and Russia. 

Conclusions. Cultural differences in alcohol use exist and the use of spirits influences drunkenness. 
Regulation and restriction of spirits access to young people may be important to prevent drunkenness. 



1. INTRODUCTION 

The three most frequent forms of mortality among adolescents, i.e. accidental 
deaths, homicides, and suicides, are associated with alcohol use (Edwards et al., 
1994; Sells and Blum, 1996; World Health Organisation, 2000; Zador et al., 2000). 
When the purpose of alcohol consumption is to get intoxicated, strong health effects 
can be expected for young people. Intoxication can easily occur In young 
adolescents even with the intake of a relative small amount of alcohol (Midanik, 
1999; Windle et al., 1996). 

Epidemiological data describing the trends of the prevalence of drunkenness 
show a considerable rise in drunkenness and high prevalence of drunkenness in 
general. The European School Survey Project on Alcohol and Other Drugs (ESPAD) 
reports that in the large majority of the 30 included countries, more than half of the 
15 -year-old students have been drunk at least once in their life (Hibell et al., 2000). 
Moreover, when looking at changes between the survey years 1995 and 1999, in 
none of the included countries figures have decreased and in about one third figures 
have risen. The high prevalence of drunkenness as well as the tendency towards 
more drunkenness holds for many countries and may be an indicator of a global 
trend. 

Young people show a clear preference for certain types of beverages. Alcohol 
consumption among adolescent boys and girls is largely dominated by beer (Hibell 
et al., 2000; Nic Gabhainn and Pran 9 ois, 2000). Wine and spirits are less likely to be 
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drank. However, recently girls also tend to drink alcopops and premixed drinks 
where spirits are mixed with lemonade (Hibell et ah, 2000; Janin Jacquat et ah, 
2001). The most effective way of getting drunk is by the intake of spirits. High 
prevalence of drunkenness may therefore by hypothesized to covary with a 
preference for spirits. 

Studies underline that alcohol consumption is not cross-culturally stable and that 
patterns of drinking differ (Rehm and Gmel, 2000). Across countries one may 
expect a considerable variation in the number of occasions in which drunkenness 
occurs, a high variation in the frequency of beer, wine and spirits intake and a high 
variation in the extent to which drunkenness is determined by a specific beverage. 

The research question can be broken down into three parts: 

1. Does the number of adolescent drunkenness occasions differ between 
countries? 

2. What is the distribution of the adolescent beverage preference for beer, wine 
and spirits in different countries? 

3. Is there a link between a specific beverage preference of adolescents and 
drunkenness and does this link vary between countries? 

Our study focuses on 15 -year-olds and examines relations for male and female 
students separately. Both genders differ substantially in their use of alcohol and in 
their attitudes towards alcohol (Schmid, 1998; Shope et ah, 1996) and early 
adolescence is a critical time for acquiring new patterns of behavior especially in the 
field of alcohol use (Lintonen et al., 2000). If this pattern translates more and more 
in terms of the search for drunkenness by young people, especially by the use of 
spirits, detrimental effects on health can be expected and effective policy initiatives 
should be taken. 



2. METHOD 



2.1. Sample 

The 1998 Health Behavior in School-Aged Children Study (HBSC) is a study of 
nationally representative samples of adolescents in 29 countries and regions (Currie, 
1998). In each country, a cluster sample design was used with school classes as 
sampling units. Schools and classes within schools were selected to be 
representative by age level and regional geography. Three age groups of young 
people were sampled. Age group levels were “designed to represent the onset of 
adolescence - age 11; the challenge of physical and emotional changes - age 13; and 
the middle years when very important life and career decisions are beginning to be 
made - age 15.” (Currie, 1998). Recommended sample sizes for each country were 
1536 students per age group. Sample sizes assured a 95% confidence interval of +/- 
3% for prevalence estimates, with a design effect of no more than 1.44 in any 
country (Currie, 1998). 
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The present analysis is based on 10,951 male and 11,451 female (drinking) 
students aged 15 years from 22 countries. We restricted our analysis to 15 year olds 
because of the high prevalence of drinking in this group (81% of male and 79% of 
female students drink alcohol) and because this may be a critical time in the course 
of a human life for intervention programs addressing the use of substances in 
general (Evans et ah, 1978). The 22 countries included were Austria, Belgium 
(Flemish sample), Canada, Czech republic, Denmark, Estonia, Finland, France 
(Regions: Toulouse Midi-Pyrenees, Nancy-Metz Forraine), Germany (Federal state 
of Nordrhein-Westfalen), Greece, Greenland (total population), Hungary, Fatvia, 
Fithuania, Norway, Poland, Rep. of Ireland, Russia, Slovak republic, Sweden, 
Switzerland and USA. Countries excluded were Israel, because it did not have a 
self-weighting national sample; England, because another question format was used 
for the frequency of alcohol intake; Belgium (French sample). Northern Ireland, 
Scotland, as well as Wales because of missing data and Portugal because of outliers 
in spirits consumption. 

We combined geographic regions where alcohol consumption may be seen as 
cross-culturally stable in order to represent the data. Southern European countries 
included France and Greece; Germanic countries included Germany, Belgium 
(Flanders), Austria, and Switzerland; Central European Countries included Poland, 
Czech Republic, Slovak Republic and Hungary and Baltic countries & Russia 
included Russia, Estonia, Fatvia, and Fithuania. Subsequently, North American 
Countries, including Canada and the USA. The Republic of Ireland is the only 
country on the Island and Scandinavian Countries, included Greenland, Finland, 
Sweden, Norway and Denmark (Figure 1). 



Figure I. Countries and geographic regions covered in the 1998 Flealth Behavior in School 

aged Children study (HBSC) 
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2.2. Measures 

Data include students indications of their own alcohol use. Full descriptions of 
the questionnaire items assessed during 1998 and their development were published 
elsewhere (Currie, 1998; Delgrande et ah, 1999a; Delgrande et ah, 1999b; King et 
ah, 1999). National questionnaires are translations and adaptations of the 
international standard version, with independent re-translation back to English, to 
guarantee a minimum of comparability. The overall goal of the HBSC is to “gain 
insights into and to increase our understanding of health behaviors, lifestyles and 
context in young people” (Currie, 1998). This occurs in part by identifying 
characteristics of youth that influence their health and well-being. Major categories 
of variables addressed in the survey include: demographics; general health and well- 
being; family and peer relationships; school environments; exercise and leisure time 
activities; diet; substance use; and sexual behavior. This study describes alcohol use 
with a special focus on drunkenness. 

Data on alcohol use. Self-reports on alcohol use were collected through 
questions about the frequency of alcohol intake and the frequency of drunkenness 
derived from a previous version of the HBSC questionnaire (King et ah, 1996). 

Frequency of alcohol intake was addressed by three questions about the 
frequency of the consumption of beer, wine, and spirits separately: “At present, how 
often do you drink anything alcoholic, such as beer, wine or liquors? Try to include 
even those times when you only drink a small amount” with the possible answers: 
never (0), less than once a month (1), every month but not every week (2), every 
week but not every day (3), every day (4). Students who never drank any alcoholic 
beverages were excluded from further analysis. For the drinking students we took 
the mean of their frequency of beer, wine or spirits consumption as combined 
measure for the frequency of alcohol intake. 

In order to calculate to which extent the alcohol intake was due to a specific 
beverage, we divided the frequency of beer intake by the combined measure for the 
frequency of alcohol intake. The same procedure was used for wine and for spirits. 
As result we obtained an estimation to which extent alcohol intake was due to beer, 
wine and spirits. 

Self-reports on drunkenness were gathered through the question: “Have you ever 
had so much alcohol that you were really drunk?” with the possible answers: No, 
never (0), Yes, once (1), Yes, 2-3 times (2), Yes, 4-10 times (3), Yes, more than 10 
times (4). 

2.3. Statistical Analysis 

The lifetime prevalence of drunkenness between countries were given in percent. 
Further analyses was restricted to drinking students only. All descriptive statistics 
were given by gender and country. The percentages of lifetime prevalence of 
drunkenness (non-drinkes excluded) were computed next to the ordered number of 
drunkenness occasions, after checking for the distribution. In addition, the mean 
relative frequency of alcohol intake due to beer, wine and spirits in percentage was 
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calculated. As a measure of association between drunkenness and preference for 
beer, wine and spirits respectively we computed Spearman correlation coefficients. 

3. RESULTS 

A total of 30,247 students in 22 countries, 14,685 males (48.6%) and 15,562 
females (51.4%), received the questionnaires and 28,158 (93.2%) completed all 
questions about alcohol use. 

All further analysis on drunkenness was restricted to drinking students. Of the 
males 10,951 (80.8%) had drunk alcohol before and of the females 11,451 (78.6%) 
were drinkers. 

Table 1 gives a description of the individual level data by country. The mean 
lifetime prevalence of drunkenness was 57.1% for males and 50.4% for females. 
The relative number of drinking students varies from 66.2% in the USA to 92.3% in 
Denmark for males and from 64.3% in Switzerland to 91.2% in Denmark for 
females. For male drinking students the prevalence of drunkenness is 65.0% and for 
female students it is 58.6%. This prevalence again shows important variation 
between the countries with 47.5% in Greece up to 85.1% in Denmark among males 
and 42.3% in Belgium ( Flanders) up to 92.5% in Greenland among females. The 
frequency of drunkenness, measured on a five point scale, provides more 
information than the lifetime prevalence itself. E.g. more than 10 drunkenness 
occasions occur for 4.9% of male students in Greece and for 33.7% in Denmark. For 
female students these figures vary between 2.0% in Belgium and 26.6% in 
Denmark. The distribution of drunkenness does significantly vary from a normal 
distribution (males: Kolmogorov-Smirnov: .209; df=lQ951’, /?<.001; females: 
Kolmogorov-Smirnov: .242; 4^11451; ;?<.001). 

The frequency of beer intake divided by the combined measure for the frequency 
of alcohol intake results in the extent to which intake is due to beer consumption. In 
the majority of the countries beer is the preferred beverage among young people. In 
the countries Greenland, Sweden, Lithuania, Poland, Belgium (Flanders) and 
Switzerland more than 50% of the alcohol intake among males is due to beer. 
Regarding females, only Poland has a comparable large domination of beer. There 
are remarkable differences between male and female students in the beverage they 
prefer. In every country beer is the most preferred beverage among males. In 
Finland, Rep. of Ireland, USA, Russia, Estonia, Latvia, Lithuania, Czech republic, 
Slovak republic, Hungary, Germany and Austria female students prefer wine to beer. 
In Greenland, Denmark, Canada, and Hungary we find more than one third of the 
alcohol intake attributable to the consumption of spirits among males and females. 
Other countries are the USA with high spirit domination among males and Austria 
among females. 

After Fisher z transformation the mean correlation between drunkenness and the 
preference for beer, wine and spirits is near zero for beer, negative for wine and 
positive for spirits domination (Figure 2). Countries with a high correlation 
(Spearman’s rho > .40) between drunkenness and the domination of spirits are 
Russia, Lithuania and Poland for both genders. 




Table 1. Description of data on drunkenness and preference of an alcoholic beverage for 15 
year olds from the 1998 Health Behavior in School aged Children study (HBSC) 
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Table 1 (continued) 
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Figure 2. Mean correlation between drunkenness and preference for beer, wine and 
sprits by gender after Fisher z transformation 




4. DISCUSSION 

Drunkenness among young people is a major public health concern. 
Epidemiological studies show dramatic increases in the prevalence of drunkenness 
since at least the mid nineties. On the basis of a representative sample from 22 
countries with 10,951 male and 11,451 female drinking students aged 15 years the 
present study shows a high prevalence of drunkenness, with a mean value of 65.0% 
in males and 58.6% in females for drinking students only and of 57.1% in males and 
50.4% in females for the whole sample. In addition, countries vary considerably in 
the prevalence of adolescent drunkenness (research question 1). In every country 
beer is the most preferred beverage for males, while females prefer wine over beer 
in 12 out of 22 countries. In Greenland, Denmark, Canada, and Hungary more than 
one third of the alcohol intake by both genders is attributable to the consumption of 
spirits (research question 2). The association between drunkenness and domination 
of spirits is positive, underlining the fact, that spirits play an important role in the 
occurrence of drunkenness. 

The extent to which alcohol intake is due to spirits relate to drunkenness. It is 
more likely for students to having been drunk, when the alcohol intake is highly due 
to spirits (research question 3). The link between drunkenness and spirits preference 
varies considerably. 

Within the present study, clusters of countries may be differentiated according to 
their tradition in alcohol use. There are European countries representing 
Mediterranean, wine-producing countries (e.g. Erance and Greece). For both 
genders, low numbers of drunkenness occasions were observed in Southern 
European countries. Another cluster of countries may be defined as representing the 
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Nordic drinking tradition (e.g. Finland, Norway, Sweden). In the population of 
young people, relatively low proportions of wine intake can be observed. However, 
these countries can also be characterized by a high proportion of young people who 
get drunk. Compared to the other countries, the Baltic countries and Russia with a 
more or less spirits-oriented drinking culture, are found to have strong relations 
between sprits intake and drunkenness. The countries of Central Europe (e.g. 
Poland, Czech republic, Slovak republic, Hungary) and Germanic Countries 
(Germany, Belgium (Flanders), Austria, Switzerland) with combined traditions can 
be characterised by a high proportion of 15 year old male and female beer drinkers. 
In addition, countries outside of Europe (Canada, USA) are participating in the 
study, which also represent particular aspects of distinct drinking cultures. However, 
these countries show no clear pattern of alcohol use in young people. 

The extent to which alcohol intake can be attributed to spirits is an important 
mediator for the prevention of drunkenness. Drunkenness itself can be addressed by 
preventive action, e.g. by mass media campaigns. Given the significant relation with 
a preference for spirits, we may have identified variables that may be more sensible 
and better defined targets for preventive action and policy measures. E.g. advertising 
restriction on spirits, the regulation of availability of spirits to youth, and high 
taxation on spirits may be expected to reduce drunkenness in young people. 

The high prevalence of drunkenness as well as the trend towards more 
drunkenness - especially by the use of spirits - can be observed in many countries. 
Detrimental effects on health can be expected and effective policy initiatives should 
be taken. Knowledge of the variation in policy and preventive measures that exist 
between countries should be combined with data on alcohol use, health and health 
behavior of national representative samples of young people. Future research should 
bring together more data on an individual and a structural level and first attempts 
have already been undertaken (cf. Schmid et ak, in press). 
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TOWARDS EVIDENCE-BASED POLICY 

Key words: evidence-based procedures, evaluation of care, prevention and 

policy, effectiveness 



To what extent are addiction care, prevention and policy evidence-based? Are activities and programs 
based on research results? Are the activities undertaken effective? Are new activities evaluated and if so, 
in such a way that their effectiveness can be solidly assessed? This chapter addresses these questions. 
Among other it is stated that the clinical sector, the cure, is more evidence-based than the not-clinical 
sector, the care and the prevention sectors. In these sectors activities are insufficiently evidence-based. 
Possible explanations for this are discussed. A closer co-operation between researchers and addiction care 
and prevention organisations is recommended as is the establishment of academic workplaces (like 
academic hospitals) in this sector. 



1. INTRODUCTION 

In how far is alcohol policy evidence based? (Evidence-based procedures are 
procedures that make conscious, explicit, and judicious use of the best available 
evidence when making decisions (Sacked, Rosenberg, Muir Gray, Haynes, 
Richardson, 1996). Do we learn from history? Do we study the effects of alcohol 
policy measures, also measures taken in the past or taken in other countries, in 
cultures with similar or with different drinking habits? Do we take the results of 
such studies into account in discussing new policies? 

In this contemplative contribution, it will be argued that alcohol policy is often 
not evidence based in the sense that measures taken are proven effective. Still, much 
knowledge is available with regard to many possible policy measures, like measures 
concerning the availability of alcohol, the effects of tax and price policies, 
prevention programs, and so on. Also, it is possible to learn a lot if alcohol policy 
measures are compared with measures taken in related fields such as drug policy. 
Much knowledge is already available. It is possible and necessary to expand and 
renew this knowledge constantly by accompanying alcohol related events/alcohol 
policy measures by research. Many alcohol- related events take place with respect to 
(governmental) rules and regulations an with respect to educational and other 
efforts. Different actors who consciously or unconsciously are responsible for these 
events can be distinguished, such as local, regional, and national governments, 
alcohol producers, and pressure groups. Of course, it is only possible to gather new 
evidence and to learn from events when they are studied/evaluated in a valid way. 
Quite often, however, this is not the case. There are many reasons for this, including 
methodological reasons. It is not always possible to develop an adequate research 



141 

R. Muller and H. Klingemann (eds.). 

From Science to Action? 100 Years Later - Alcohol Policies Revisited, I4I-I51. 
© 2004 Kluwer Academic Publishers. Printed in the Netherlands. 




142 



Towards Evidence-based Policy 



design. However, especially in cases where it is known beforehand that an event is 
coming up (planned governmental policy measures, for example), it is possible to 
undertake methodologically sound research. 

This contribution will address the following three topics: which alcohol policy 
measures are often used and are they evidence based, how to evaluate policy 
measures in a sound way, and what reasons can be distinguished for the lack of 
evidence-based policy-making. 



2. FREQUENTLY USED ALCOHOL POLICY MEASURES AND THE 
EVIDENCE FOR THEIR EFFECTIVENESS 

Alcohol policy is not usually directed at preventing every use of alcohol. In contrast 
to tobacco use, not every use is harmful; moderate alcohol use can have positive 
(health) effects, too. In the western world, alcohol policy is often directed towards 
the prevention of heavy drinking and the prevention of alcohol related problems. 
These problems can take several forms - addiction problems, health problems, 
social problems, and so on. In general, in alcohol policy, three approaches can be 
distinguished: supply reduction, demand reduction, and harm reduction. In supply 
reduction, the aim is to influence the supply of alcohol and to decrease the 
availability of alcohol. Often used measures are, for instance, age limits (restricting 
the availability for a population subgroup), increasing taxes/prices (restricting the 
financial availability), and measures restricting the availability by limiting the 
number of outlets, the opening hours, etcetera. Demand reduction aims at 
influencing the demand side. Education is of importance here. Programmes often are 
aimed at drinking norms, beliefs, and attitudes. The harm reduction approach is not 
directed to drinking in itself but to the prevention of alcohol related problems. 
Examples are related to alcohol use in traffic, to the use of toughened glasses in 
bars, etcetera. 

With regard to supply reduction, a rich body of literature is available. A 
breakthrough is the publication of the so-called purple book: “Alcohol control 
policies in public health perspective” (Bruun et al., 1975). In this publication, 11 
leading scientists state that a substantial increase in mean consumption is very likely 
to be accompanied by an increase in the prevalence of heavy users. The reverse is 
true, too- a lowering of the total consumption of alcohol is likely to be accompanied 
by a reduction in the prevalence of heavy users. The degree of overall availability of 
alcohol in a society seems to have an independent effect on the general level of 
alcohol consumption. Changes in the overall consumption of alcoholic beverages 
have a bearing on the health of the people in any society. With these conclusions, 
the control of alcohol availability becomes a public health issue. A few years later, 
these conclusions formed the background for the comprehensive study “Alcohol, 
Society and the State” (Makela, Room, Single, Sulkunen, Walsh, 1981). This major 
collaborative enterprise contains an international discussion of the post-war 
experiences (1950-1975) with regard to alcohol control measures in seven societies. 
In this new study, nothing was found that would require a revision of the basic 
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conclusions of the purple book. In the years to come, the development of a 
burgeoning literature on the effects of alcohol control measures can be seen. 
Scientists like Skog and Lemmens elaborated on the question of in how far it is true 
that, when the average consumption in a society increases, the percentage of heavy 
drinkers increases even more (Lemmens, 1991). The importance of the so-called 
public health approach is again stressed by Edwards et al. (1994). Total prohibition 
is the most extreme form of restricting the availability of alcohol. It is commonly 
believed that the perhaps best known prohibition, the prohibition in the United 
States from 1916 onwards, has failed. However, this is not the case: the per capita 
consumption did fall, as did the prevalence rates of alcohol related problems like 
alcoholic liver cirrhosis (Goldstein & Kalant, 1990). Of course, major “side effects” 
occurred around illegal trade and associated crimes. This situation is more or less 
comparable with the present situation around illegal drugs like heroin and cocaine in 
many western countries. Less extreme instances of measures concerning the 
availability of alcohol which have been shown to have an effect in at least some 
countries/cultures involve, for example, changes in age limits, number of outlets, 
and prices. It can be concluded that much evidence is available with regard to the 
effectiveness of measures restricting the availability of alcohol (an extensive 
overview is given by Room, 2000). 

In demand reduction, education is very important. Education programmes aimed 
at behavioural change are often based on social psychological models. Social 
learning theories, for example, reflect on processes in which beliefs, attitudes, and 
behaviours are taken over or learned from the environment (Akers & Cochran, 
1985). The problem behaviour theory tries to explain why youngsters show problem 
behaviour. It argues that certain individuals are predisposed to adopt a range of 
problem behaviours because of particular personalities and beliefs (lessor & lessor, 
1975; Wright, 2000). In the theory of reasoned action and in the theory of planned 
behaviour attitudes towards drinking, beliefs about drinking-norms, and (in the case 
of the theory of planned behaviour) self-efficacy, play an important role. It argues 
that people’s behaviour can be accurately predicted by their stated intention to act in 
a certain way (Ajzen, 1985; 1988; Wright, 2000). These last theories appear to be 
important: in many European countries one tries to prevent heavy drinking and 
alcohol related problems by influencing beliefs and attitudes. In recent years, more 
and more attention has been paid to self-efficacy, to correcting perceived social 
norms, and to peer-led approaches (Wright, 2000). 

Education programmes in schools, which are often based on these models, are 
important. Much research with regard to the effectiveness of educational (school 
based) approaches has been carried out but there is little evidence for substantial and 
lasting effects (Room, 2000; Wright, 2000; Reuter, 2001). Next to school 
programmes, mass-media campaigns are prevalent, however, these campaigns are 
generally insufficient to effect changes in attitudes and behaviour. It must be stated 
that a lack of effectiveness does not always imply that a measure should not be 
implemented. Eor example, a lack of evidence with regard to the effectiveness of 
educational programmes on behaviour does not mean that these programmes are 
useless. People have the moral right to be educated, and education programmes can 
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play an important role in supporting other activities which, generally speaking, 
cannot rely on public popularity (education campaigns in order to legitimate other 
activities). Furthermore, campaigns may play a role in extending the 
knowledge/familiarity with the treatment sector (Garretsen, 2001) Specific forms of 
influencing the demand are, for example, “deterrence”, (sanctions or incentives for 
behaviour) and provision/encouraging of alternative activities (like offering cheaper 
soft drinks). With regard to deterrence, for instance, drinking-driving legislation has 
been shown to be effective in changing drivers’ behaviour. With regard to the 
provision of alternatives, no lasting effects on drinking behaviour have been found 
(Room, 2000). 

Harm reduction tries to achieve a significant reduction in levels of alcohol 
problems (an extensive overview is given in Plant, Single, & Stockwell, 1997). The 
term harm reduction has been used for quite a long time already with regard to the 
policy on illegal drugs. Harm reduction is not directed towards the use of 
drugs/alcohol but towards reducing (health) risks related to this use (Garretsen, 
2001). Harm reduction is not in conflict with the reduction of overall consumption 
as a measure to prevent alcohol problems (Plant et ak, 1997). Harm reduction 
measures include, for instance, servers-interventions and responsible beverage 
service, creating safer bars, and all kind of measures with regard to drinking and 
driving. It has been proven possible to achieve marked reductions in levels of 
alcohol related problems, especially in the field of alcohol-impaired driving (Plant et 
al., 1997; Room, 2000). 

The question “which alcohol policy measures are often used and are they 
evidence based” can be answered in two ways: 

First, it can be observed that some alcohol policy measures have been studied a 
lot and others hardly at all (Room, 2000). Often, it is not known whether measures 
are effective or not. Also it is often too easy to apply measures, proven to be 
effective in one particular situation, in other situations. It is questionable whether 
measures proven to be effective in one situation can be applied easily in other 
contexts. The effects of measures vary in different cultural and situational 
conditions. Also, major changes over time occur: new drinking customs, for 
instance, emerge all the time. It is and will be necessary to evaluate policy measures 
regulary with sound research. In the next section of this contribution, attention is 
paid to the question of how to evaluate policy measures. 

Second, the question whether alcohol policy measures are evidence based can be 
answered by stating that popular alcohol policy measures are not the most effective 
ones. Room, for decades already a leading scientist in this field and involved in 
many major publications in this area (Bruun et al., 1975; Makela et ak, 1981; 
Edwards et ak, 1994) states that approaches which are most popular with the general 
public and with politicians (like education and providing alternatives for drinking) 
are not the most effective ones. On the other hand, the most effective approaches 
(like taxes and regulating availability) are not the most popular ones (Room, 2000). 
In the last section of this contribution, attention is paid to the question of which 
reasons can be distinguished for this lack of evidence-based policy-making. 
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3. HOW TO EVALUATE POLICY MEASURES IN A SOUND WAY? 

Quite often, alcohol policy measures are not evaluated in a sound way. The effects 
of measures are often determined by interpreting statistics. For example, the effect 
of a change in drunk-driving legislation may be measured by comparing police 
statistics before and after the new legislation. However, in this way, it is not possible 
to conclude for sure that changes are actually caused by this legislation (only). 
Changes in statistics can also be due to changes in police-efforts, changes in norms 
and values, etcetera. As another example, the effects of (school) prevention 
programmes may be measured by asking those involved (implementers and 
recipients) whether they were satisfied and whether they will change their 
behaviour. Such outcomes don’t provide “proof’; in most cases, the majority of 
recipients claim to be satisfied with a programme and actual changes in behaviour 
are not measured. 

What, then, is the sound way to evaluate policy measures? Before trying to 
answer this question, it is, of course, necessary to define very carefully which 
intended effects must be measured. For some questions, a process-evaluation 
appears to be the proper thing to do. However, when alcohol policy measures are to 
be evaluated for their effects on drinking behaviour or for the prevalence of alcohol 
related problems, activities such as those mentioned above and cross-sectional 
studies in general do not produce (enough) solid evidence. Generally, a research 
design with at least a pre- and post- measurement and a control-situation is required 
to establish whether observed changes can actually be attributed to the policy 
measure or intervention carried out. In health care research, randomised controlled 
trials (RCT’s) and meta-analyses (combining the results of various studies with the 
aid of statistical methods) are often considered standard. Although their results never 
offer absolute certainty, these methods probably yield the most conclusive proof of 
the effectiveness of care activities, interventions, and programmes (Cook, Guyatt, 
Laupacis, Sacked, 1992). Ideally, in an RCT, randomised, double-blind research 
takes place: the recipients of an intervention are randomly assigned to the 
experimental and the control groups, and neither the researcher nor subject knows 
who is in which group. This type of research design is often applied in 
pharmaceutical research. In other fields, there are occasional application problems 
with this type of design for which solutions are increasingly being found, however. 
Problems arise when interventions cannot be properly randomised or blinded and 
when interventions are not directed at individuals but at groups. 

The evaluation of heroin provision in the Netherlands is a good example of an 
intervention that cannot be blinded: subjects can tell immediately whether they have 
been given heroin or a placebo. Still, it appeared possible to set up an adequate, 
slightly adapted design. Concerning the use of RCT in the evaluation of alcohol 
policy measures, the problem of the intervention being geared at collectives such as 
countries, neighbourhoods, or schools instead of individuals needs specific attention. 
In such situations, community intervention trials (CIT-s) are increasingly being 
executed in which, rather than individuals, collectives such as cities and schools are 
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distributed over the experimental and control situations. There is a great deal of 
debate (especially in the public health field) about the methodological pros and cons 
of CIT-s (Susser, 1995; Murray, 1995; Koepsell, Diehr, Cheadle, Kristal, 1995; 
Koepsell et al., 1992; Sansor-Fisher et al., 1996; Mackenbach, 1998; Tones, 2000) 
However, where the effectiveness of community interventions is at stake the CIT is 
seen by many as a standard, among other reasons because of the lack of better 
alternatives. 

Observational designs, qualitative methods, and triangulation, in which the 
combination of various data sources and methods is proposed, are discussed as 
alternative methods that might provide more and better insight than RCT and CIT 
(Susser, 1995; De Haes, 2000; 2001; Cuijpers and Van Gageldonk, 2000; Nutbeam, 
1996; Wright, 2000; Maso and Smaling, 1998; Tones, 2000; Nutbeam, 1999). 
Combining sources and methods as is done in triangulation is especially attractive to 
improve understanding. However, in the case of effect evaluation, triangulation 
appears not to be the panacea for all problems. Especially when information from 
various sources is contradictory, it is difficult to decide what will serve as the golden 
standard in such cases. In addition, there is also the so-called “judicial review”: this 
is an assessment of proof by a “jury” on the basis of evidence obtained by 
triangulation of data, methods, and researchers (Tones, 2000). However, it can not 
serve as the new standard, since this method is also troubled by difficulties in 
objectivity. 

However, it would seem that, in many cases, the most reliable and useful effect 
evaluations of policy measures can be obtained by combining “quantitative” effect 
research, such as RCT/CIT, with (more qualitative oriented) process evaluations. 
Besides evaluating for solid outcomes, or quantitative effects, it is necessary to 
obtain information on context and the entire progress of the process. Replication, for 
that matter, is only possible if there is sufficient information about the activity itself, 
about what was done and how, who was reached in what way, whether everything 
went according to plan or whether some things were adjusted as things progressed, 
etc. Process evaluation can provide this information. 

Conversely, it follows from the above that information about the course of an 
activity is necessary but not sufficient. Process evaluation is useful and can generate 
new insights, but, by itself, it generally does not produce enough valid information 
about the effectiveness of care or prevention programmes (Garretsen & Van de 
Goor, 2002). 

Whether or not it is always advisable to go for RCT/CIT in combination with 
process evaluation depends on many factors. Alcohol policy may benefit a lot from 
more and better insight into the effectiveness, or the outcomes, of different policy 
measures. This means, therefore, that more solid evidence must be produced. This 
does not mean, however, that it is always necessary to reach for the heavy and 
expensive means of RCT-s/CIT-s. New activities, for example, may be 
accompanied, in certain cases, by only non-experimental, observational research 
first. If such research then indeed indicates positive results, a randomised controlled 
trial with process evaluation can be carried out afterwards to produce 
incontrovertible evidence'. 
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It should be avoided that the execution of RCT-s/CIT-s becomes a dogma. If the 
most far-reaching and often most expensive kind of evaluation research is not too 
swiftly resorted to, this may actually augment the readiness of those involved to 
evaluate activities. This leads to the third question raised in this contribution: what 
reasons can be distinghuished for the lack of evidence-based policy- making? 

4. REASONS FOR A LACK OF EVIDENCE-BASED POLICY-MAKING 

Reasons vary depending on the measure to be taken and, perhaps even more 
important, on the actors involved. To ask whether a government applies measures 
proven effective or evaluates a new alcohol law is a totally different question than to 
ask whether a prevention worker does or does not evaluate a prevention programme. 
However, it seems possible to make some general observations. Different issues are 
important: the actual wish to work evidence based, the structure of policy-making, 
and means and expertise. 

• Perhaps the “real” goal one tries to achieve is not to decrease heavy drinking or 
the prevalence of alcohol related problems. A tax increase, for example, can be 
presented as a measure to decrease heavy drinking but, in fact, the real goal can 
be higher incomes for the state. 

• One may wish not to evaluate one’s own activities because, for example, one 
may have anxieties about the results and even more about one’s continued 
existence as an organisation. When organisations wish to evaluate their own 
outcomes, they often confine themselves to executing formal performance 
assessments such as benchmarking, or informal performance assessments such 
as customer feedback and the like (Kenis, 2000). 

• Also one may genuinely feel that the effectiveness of one’s own work cannot be 
influenced. Here, it is possible to refer to the experience of “limited strategic 
space”, meaning that organisations are often constricted by legal or political 
barriers, the employment situation, etcetera: they do not always have the scope 
to do what they wish to do. Knowledge of the effectiveness of products may 
then be a source of frustration rather than an incentive for improvement 
(Joldersma, Mouwen, Otto, Geurts, 2000) This is even more true when one feels 
that one does not have alternatives available. 

• One may prefer one’s work to be ideology based and not science based. Kenis 
(2000), for example, indicates that non-profit organisations may have other 
priorities or a different rationale for their working procedures: they may have a 
feeling they are “doing good work”, in a general sense without necessarily 
having the results to show it. Or, something may be seen as evil or dangerous 
which must be combatted, and toughness, then, does not need an empirical 
justification (Reuter, 2001). In general, meaures proven to be effective may be 
unused because they conflict with competing values and ideologies. For that 
matter, it is important to realise that acceptable strategies often are already in 
place (Room, 2000). 

• Furthermore the structure of policy-making seems to be important (Reuter, 
2001). At the nationwide level, for instance, policy-making can be very 
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fractioned; many actors/departments may be involved and the responsibility 
may be shared and not always clear. 

• Means are important, too. It costs money to check whether evidence is already 
available and to evaluate activities. The availability of funds plays a role: 
amongst providers of prevention programmes, for instance, it is not common 
practice to spend part of the budget on the scientific basis of their work, nor are 
they often expected to do so. If they actually do feel a need for a scientific basis, 
it is often impossible to allocate sufficient funds to it. 

• Finally, the lack of use of sufficient evidence-based procedures can be due to 
the lack of expertise on the part of the policy-makers, prevention workers 
etcetera. One may feel that the results of their work cannot be easily measured. 
Also, outcome evaluation requires specific expertise, as regards both the choice 
of research design and the implementation of the research results themselves. It 
is assumed that this might be one of the major reasons for the lack of a scientific 
basis (Garretsen & Van de Goor, 2002). 

How to change this situation? The factors mentioned above are not easy to deal 
with. Still, it must be possible to promote a climate in which it is more stimulating to 
work evidence-based. 

In general, it seems to be advisable to develop standards and protocols and to 
make knowledge readily available using electronic databases (like the Cochrane 
library on the field of medical problems). However, this is a necessary but not a 
sufficient precondition. Knowledge also needs to be translated into good practice, 
and is required for setting up one’s own evaluation activities. Many policy-makers 
and prevention workers would benefit from closer contacts with researchers. 
Researchers, in turn, would also benefit from more intensive co-operation, as this 
would allow them to test theoretical concepts and hypotheses in practice and 
herewith adapt and refine these concepts and hypotheses. In certain situations, it is 
clear that evaluation research needs to be external and as independent as possible, 
and that closer alliances between policy-makers and researchers would be frowned 
upon. However, in many cases, improved communication between researchers and 
providers is to be recommended (Nutbeam, 1996; 1998). Stepping up personal 
contacts may be the best guarantee for a better scientific basis of (preventive) 
services. It must be made more attractive for policy-makers and prevention workers 
to work in evidence-based ways; they should be enabled to relate to research. 
Besides the subject of the research and the way in which researchers publish their 
research results, other kinds of communication may be helpful in achieving this: for 
example, joint meetings for policy-makers/prevention workers and researchers. This 
may help the first to feel more involved in research and allow researchers to get to 
know the gaps in knowledge. A tried and tested way to involve researchers and 
interventionists in structural co-operation is the establishment of academic 
workplaces, such as can be found in university hospitals. Not only with regard to 
addiction care but also with regard to alcohol-policy, a structural relation with 
universities would be beneficial. 
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NOTES 

' A more extensive overview of the pros and cons of evaluation of policy measures and community 
interventions can be found in Garretsen, H.F.L.& Van de Goor, L.A.M. (2002) Evidence-based addiction 
care and prevention: Reducing the gap between research and practice (Paris, Presentation 28th Annual 
Alcohol Epidemiology Symposium Kettil Bruun Society). 
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WHAT IF WE FOUND THE MAGIC BULLET? 

Ideological and ethical constraints 
on biological alcohol research and its application 



Key words: biomedical research, disease concept of alcoholism, abstinence goal, 
medications, liver transplants, patient compliance 

Abstract. Funding for biomedical research on alcohol is justified in terms of the eventual development of 
pharmacotherapies for alcoholism treatment. Three medications have so far been approved: disulfiram, an 
aversive substance with a 50-year history, not much used now because of patient noncompliance; and 
naltrexone and acamprosate, which are now thought to be mildly effective. Ideological and practical limits 
on the development of medications include the focus on “alcoholism”, rather than on reducing the harm 
from heavy drinking, and the requirement of abstinence as a goal. These constraints have been argued to 
limit the effectiveness of naltrexone, and have diverted attention from such substances as propylthiouracil 
with promise to prevent liver deterioration, and from the success of liver transplantation in reducing 
alcohol-related deaths. Patient compliance will be a problem with any medication that deters drinking, or 
takes the pleasure out of it, particularly when the treatment is coerced, as much alcohol treatment is, 
formally or informally. In light of this analysis, it is hard to imagine a medication (other than another 
psychoactive substance) which would be both politically acceptable and effective. There is a need for 
ethical consideration prior to the advent of such future developments as a preventive vaccine interrupting 
the action of alcohol on the brain. Refocusing on biomedical means of reducing health harms from alcohol 
would be a useful path forward. 



THE RISE OF BIOMEDICAL RESEARCH FUNDING, AND ITS 
JUSTIFICATION 

These are heady days for biological research in the alcohol field, particularly in the U.S. 
In 2001, well over half of NIAAA’s research spending was in this category (Midanik, 
2002). Nor is American investment in biological alcohol research limited to the federal 
government. The Gallo Center in the San Francisco area, originally funded with $6.5 
million seed money from the cofounder of the world’ s biggest wine company, received 
$143 million from the state of California for a 1998-2003 “Manhattan project” studying 
the biological causes and treatment of alcoholism (Harper, 2001). 

There is no doubt that biomedical research has contributed new knowledge and 
understanding of the biological side of alcohol issues. But the justification for the 
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investment in research is not just in terms of improving the stock of human knowledge. 
The fundamental justification is in terms of a cure — of medications or other physical 
interventions which will reduce problems of alcohol. “The goal posts are to have drugs 
that are in trials”, as Kirk Wilhelmsen, a laboratory director at the Gallo Center, put it 
concerning the Center’s goals for 2003. “I’m fully expecting ... to redefine alcoholism 
based on the underlying biological process and what it is about alcoholism that’s 
inherited. If there’s a gene that’s involved, there’s a molecule that’s involved, and a 
drug that can be developed for that” (Harper, 2001). At the outset of the steepest rise in 
NIAAA’s spending on neuroscience research, Enoch Gordis, its director, stated the 
rationale this way: 

Developing effective pharmacotherapies for alcoholism treatment is a top priority of alcohol 
research. Doing so depends on neuroscientists’ continuing elucidation of how alcohol acts on the 
brain to produce the fundamental phenomena of alcoholism — tolerance, withdrawal, impaired 
control over drinking, and craving — and how these phenomena can be interrupted or controlled. 
(Gordis, 1996) 



MEDICATIONS FOR ALCOHOL PROBLEMS: THE CURRENT 
SITUATION 

In terms of medications for alcohol dependence, the cupboard presently is not quite 
bare, but it is not very full. Discussions of medications in current use for alcohol cases 
usually confine themselves to three: disulfiram (antabuse), naltrexone and acamprosate. 

Disulfiram, which has been around for 50 years, is basically an aversive drug. By 
interfering with the process of metabolization of alcohol, it makes drinking 
uncomfortable and presumably something to be avoided. But the big problem with 
disulfiram is “patient compliance”: that alcoholic patients do not continue taking it 
regularly. To some extent, this can be overcome by implanting the disulfiram tablet 
under the patient’s skin. A comparative study of the cost-effectiveness of different 
treatments ranks “oral disulfiram” quite low in effectiveness, but “disulfiram implants” 
among the top four treatment modalities (Finney and Monahan, 1996). Chick (2001) 
comments that “this is seldom used now, partly because the active drug was often not 
detectable in blood after about 2 weeks”. However, recent news reports on a famous 
English ex-soccer player’s liver transplant noted that for more than a year prior to the 
operation he had had surgically implanted disulfiram tablets; his doctor reported that 
“he found the implant treatment that he has had a great help over the last year” (Wilson, 
2002 ). 

Naltrexone and acamprosate both came to fore as treatments for alcohol problems in 
the 1990s, with naltrexone promoted primarily by U.S. champions and acamprosate 
primarily by Europeans. By 1996, “the development of naltrexone in the United States 
and acamprosate in Europe” was being hailed as “an important convergence of 
neurosciences and clinical research” (Gordis, 1996). 
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Naltrexone has been thought to reduce the rewarding effects of drinking, and 
acamprosate to reduce craving or other cues for relapse (Chick, 2001). However, in a 
familiar pattern, the estimated effectiveness of each drug has tended to decline in the 
later studies (Kranzler & Van Kirk, 2001), and recent large controlled trails, finding no 
significant effect, have put the effectiveness of each of these drugs seriously in question 
(Chick et ah, 2000 for acamprosate; Krystal etal., 2001 for naltrexone). Arecent meta- 
analysis concluded that “naltrexone may be mildly effective for prevention of relapse to 
heavy drinking, and that acamprosate may be mildly effective for maintaining 
abstinence”, although “the sizes of the effects were small”. (Hopkins et ah, 2002). 



THE LIMITS OF WHAT “COUNTS” AND WHAT IS ACCEPTABLE 

No doubt the enormous investment in biomedical research, particularly in the U.S., will 
bring some new candidate medications to the fore. But the experience of the recent past 
suggests that the search for a magic bullet is constrained not only by the fiendish 
complications of alcohol’s actions in the body, but also by ideological and practical 
limits. 



The focus on “alcoholism” 

First, the main emphasis in the search for a magic bullet is on medications that will deal 
with “alcoholism”, as much of this literature persists in calling it. In NIAAA-sponsored 
research meetings, one gets a sense of a hierarchy of prestige among the biomedical 
researchers. The highest prestige is given to studying the biology of “the fundamental 
phenomena of alcoholism — tolerance, withdrawal, impaired control over drinking, and 
craving”, as Gordis put it. Studying the biology of alcohol’ s effects on body systems or 
organs — that is, studying the health effects of heavy drinking — is accepted as part of 
the field, but is relegated to a second rank. Researchers on alcohol’ s health effects may 
be very distinguished in their role as heart or immune-system researchers, but in the 
alcohol field their work is regarded as secondary. 

This makes great difficulties for biological researchers, because it means that they 
are trying to study a condition which is polymorphous and not fully reducible to the 
biological stratum. “Craving”, for instance, sounds like something 

definable and measurable, but researchers have had great difficulty pinning down a 
concept which has long since escaped into general cultural use, and which functions 
mainly as an apparent explanation for the otherwise inexplicable (Room, forthcoming). 
Drummond et al. (2000) conclude that “opinion remains divided on the importance of 
craving, on one hand being seen as the key substrate of addiction, and on the other 
hand, a redundant epiphenomenon. The term ‘craving’ continues to be used in different 
ways to describe different phenomena”. 

Even more problematic for biological research is the main technical term for the 
object of study, alcohol dependence or the alcohol dependence syndrome. There are six 
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criteria for this in the International Classification of Diseases (ICD-10). Two of them — 
tolerance and withdrawal — can be directly measured biologically in animal models and 
in humans. The other four criteria all have elements of human cognitions or desires 
built into them, so that they cannot be captured by physical measurement of humans, 
and any animal model is operating by hypothesized analogy rather than direct 
measurement. Furthermore, dependence is defined by satisfying any three of the six 
criteria, so that no case can be defined solely on direct biological measurement, and 
some cases will satisfy neither of the directly measurable criteria (Room, 1998). 

The target for a magic bullet for “alcoholism” is thus in considerable part obscured 
from view at the level of biology. The focus on finding interventions for “alcoholism” 
also turns attention away from some outstanding accomplishments of biomedical 
research. These are interventions which diminish the health harms from drinking. In 
Sweden nowadays, between 500 and 550 people die each year from liver cirrhosis as 
the underlying cause, with alcohol involved in well over half of the cases (CAN 2002). 
But each year about 100 Swedes are saved from death by liver transplant operations, 
some of which are undoubtedly alcohol cases (I will return later to why there are not 
more). Liver transplant surgery, including surgery on alcohol cases, can legitimately be 
regarded as a triumph of biomedical research in reducing the harm from drinking. 



The requirement of a goal of abstinence 

The focus on medications for alcoholism/alcohol dependence carries with it, 
particularly in the United States, the requirement that abstinence be the goal of 
treatment. Efforts by psychologists and others to gain acceptance of controlled drinking 
as a goal have met determined resistance in the U.S. (Roizen, 1987), and NIAAA and 
most of the clinical world have long accepted abstinence as the formal outcome goal. 
Whether it is alcohol, nicotine or opiate addiction which involved, medical treatment is 
often conditioned on abstinence (Rehm et ak, 2003). 

This does not mean that treatment outcome is measured only in terms of continuous 
abstinence (imposing such a strict criterion would bring long-term success rates down to 
about 7% — Room, 1980), but it does mean that a medication is only seen as suitable if 
it enforces or helps to sustain abstinence. 



Naltrexone and the abstinence standard 

Sinclair has argued strongly that it is this requirement of abstinence in conjunction with 
the medication which has rendered naltrexone relatively ineffective in many of the 
treatment trials. “We found that naltrexone was not effective in patients who were 
asked to abstain from alcohol but was effective [in preventing binges] in those not 
required to abstain” (Sinclair et ak, 2002; see also Sinclair, 2001). However, the 
ideological commitment to the abstinence goal remains strong in the U.S. (Room, 
2000), as in some other societies, and it is presently inconceivable that Sinclair’s 
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clinical paradigm will be widely adopted. Thus, to be acceptable as a magic bullet for 
alcoholism, a medication must enforce or reinforce abstinence. 



Liver transplants and the abstinence standard 

The same insistence on abstinence can be seen at work in present practice with regard to 
liver transplants. Common practice is to require 6 months abstinence prior to the 
transplant, a requirement which in one sample excluded over one-quarter of alcoholic 
liver disease (ALD) candidates from listing for transplant (Karman et al., 2001). 
Beyond this, lifetime abstinence is demanded after the transplant. However, studies 
comparing the survival records of alcoholic liver disease (ALD) with other liver disease 
transplant cases find similar survival rates, although from one-third to more than a half 
of ALD cases do at least some drinking, and quite a few of them some heavy drinking, 
after the transplant (Fireman & Rabkin, 2001; Pereira et al., 1997). But despite these 
results, the search continues in the literature for pre-transplant measures which will 
predict “alcoholism relapse” after transplant, presumably so that those with a high score 
on the measure can be denied a transplant (DiMartini et al., 1998). There are even 
articles in the medical literature explicitly supporting ALD patients getting a lower 
priority for liver transplants not on medical but on moral grounds (Glannon, 1998). 



PTU, the alcoholism focus and the abstinence standard 

It is my hypothesis that the combination of the devaluing of medications other than for 
alcoholism and of the requirement of an abstinence goal lies behind the failure of the 
field to pick up another promising medication. Propylthiouracil (PTU) is an 
established thyroid drug, an antioxidant, which was proposed as a treatment which 
would prevent further deterioration of the liver for those with alcoholic liver disease. A 
small randomized double-blind controlled study was successfully carried out (Orrego et 
al., 1979), followed by a full-blown longer trial, also showing good results (Orrego et 
al., 1994). The second full clinical trial required for the use of PTU for this purpose to 
be officially listed was considered in various quarters, including the U.S. Veterans 
Administration, but never carried out. The Addiction Research Foundation of Ontario, 
which had sponsored the trials, held a consensus conference of leading liver researchers 
in 1993. Those present agreed on the desirability of another trial, but none ever 
eventuated. And there the matter sits, apart from a couple more animal studies 
supporting the idea that PTU can prevent liver failure (e.g., Bruck et al., 1998). 

As I sat in the 1993 conference, the issue of why PTU had never been picked up by 
NIAAA or other research agencies nagged at me. Part of the explanation may be that 
PTU helps the liver, rather than treating the alcoholism. But more important, I came to 
feel, was the fact that PTU was helpful for the livers of those who continued to drink 
(about 90% of those in the large trial drank at some time during the trial period), and 
perhaps particularly helpful for those with the most deteriorated livers. In the orthodox 
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perspective of American alcohol treatment providers, this made PTU’s action 
undesirable: that a drinker’s liver was deteriorating is viewed by them as one of the 
main spurs to come into alcoholism treatment. In the larger society, also, there is 
sufficient moral opprobrium on heavy drinking that there would probably be little 
support for the idea of a medication which would allow the heavy drinker to continue 
drinking without dying. 

If my analysis is correct, the PTU experience suggests that medications that would 
reduce the harm from drinking are unwelcome, since they tend to allow at least some 
drinking (even at a reduced level) to continue. Social attitudes about alcoholism not 
only require that medications for alcoholism enforce or reinforce abstinence, but also 
disfavour medications that would reduce the harm from continued drinking. 



THE PROBLEM OF PATIENT COMPLIANCE, AND WHAT LIES BEHIND 

IT 

As already noted, patient compliance is a big problem with disulfiram. It is not only 
with alcohol patients that doctors have trouble getting the patient to take the medication. 
But the problem is particularly pressing in alcohol treatment for a medication that 
deters drinking, or for that matter that takes the pleasure out of it. Even “motivated” 
clients in alcohol treatment are often of two minds, and subject to changes of mind, 
about leaving the life they have become used to. And many clients are not in treatment 
of their own choice. In a sample of those entering treatment in a California county, 41 % 
of cases had received an ultimatum to enter treatment from at least one source (Polcin & 
Weisner, 1999). 

One root of the problem of “patient compliance” in the alcohol field, then, is the fact 
that many patients are in treatment against their will. This is a situation which is outside 
the normative expectations of those attracted into the “helping professions”. 
Normatively, for instance, the doctor gives advice to the patient, but must defer to the 
patient’ s wishes, and the treatment must be with the patient’ s informed consent. The 
medical and other professions deal with the disjunction between this normative frame of 
reference and the reality of alcohol treatment in various ways. At the level of the 
individual practitioner, one frequent solution is to escape the situation as soon as 
possible. Specialities involving coerced clients tend to have low status in the helping 
professions, and in some circumstances have chronic difficulties recruited competent 
practitioners. 

A more noxious alternative is to impose on the unwilling clients punitive or 
dehumanizing regimes. In this regard, earlier generations of those committed to 
biologized solutions to alcohol problems have much to answer for, in the record of 
lobotomies and other psychosurgery (White, 1998:87-95). A recent report from St. 
Petersburg, Russia of a series of 335 operations on drug users between 1999 and 2002 
in which part of the brain was removed demonstrate that this impulse for treating 
addiction has not yet entirely disappeared. When the operations were halted by the 
authorities, administrators of the institute conducting the operations appealed against 
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the decision. “Until now we have had no complaints about the operation,” said the 
institute’s deputy director. “As with any medical procedure, we do not guarantee 100% 
success” (Walsh, 2002). 

A common response of members of the helping professions to the coercion often 
built into the therapeutic situation is to ignore its reality as much as possible. The 
client’s resistance to treatment is redefined as “denial”, and denial, indeed, often gets 
built into the definition of the disorder (ASAM, 1990). But the result of this is 
considerable therapeutic frustration: “the addict’s compulsive pursuit of disease over 
health defies many of the basic tenets of our profession and provokes conflict in us” 
(Sellers, 2002). 



WOULD A MAGIC BULLET BE ACCEPTABLE? 

In terms of the experience so far of medications and other biological interventions, then, 
it is hard to imagine a medication which would be both politically acceptable, at least in 
the United States, and effective. The medication would have to be directed against 
alcohol dependence or such crucial components as craving; it would have to enforce or 
work in conjunction with abstinence; and it would have to be attractive enough to the 
client that there would be sufficient compliance for it to be effective. It is hard to 
imagine a medication, other than another psychoactive substance, that would fit these 
requirements. 



LOOKING TO THE FUTURE 

By and large, the medications which have been in use so far would potentially have 
application to any person whose drinking it is desired to affect, though in practice they 
seem to have been used only on persons identified as having a problem with their 
drinking. However, we must expect in the future biological interventions and 
medications which are much more specifically targeted, on the basis of genetic testing 
and identification. A substantial part of the current biological research is directed 
towards research into genetic factors relevant to alcohol dependence, and sooner or later 
a genetically-specific medication or intervention will be put forward. Such a 
medication or intervention might be used not only for those who already have an 
alcohol problem but as a preventive measure for persons identified as genetically at 
high risk of such a problem. 

Such developments will raise new and contentious issues about the ethics of 
treatment, and about the ethics of biological testing and identification in the first place, 
with the attendant risks of stigmatization and discrimination against those identified. 
The same sort of issues would also be raised if some kind of preventive “vaccine” is 
developed that interrupts the action of alcohol on the brain, as is being studied for 
cocaine. Hall and Carter (2002) have recently considered and discussed the substantial 
ethical issues which are raised by a cocaine vaccine. It is time to begin the public 
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discussion of these issues now, before the medications arrive. 



CONCLUSIONS 

1 . There has been a great increase in biological research on alcohol, but it has so far 
yielded a rather modest harvest of biological therapies. 

2. In part, this has been because one specific area has been privileged: the search for 
cures for alcoholism/alcohol dependence, a condition which is defined in terms which 
are disjunctive and not directly measurable in biological terms. The privileging of the 
search for a breakthrough on alcoholism/alcohol dependence means that tangible 
advances in other parts of the biological arena, such as liver transplantation for 
alcoholic liver disease, draw too little attention. 

3. In part, also, the search for and application of biological interventions to reduce 
alcohol problems have been handicapped by the insistence that abstinence is the only 
acceptable goal, and the only condition in which the interventions should be applied. 
With naltrexone, there is some evidence that a useful medication may be already on the 
scene, but we refuse to apply it in the terms on which it might best work. 

4. Many clients coming to treatment for alcohol problems are coerced, and 
ambivalent at best about giving up drinking. Compliance with medication regimes is 
thus a special problem, particularly if the regime enforces abstinence. Compliance is 
likely to be more common with medications which reduce the harm from drinking 
without necessarily reducing the drinking. Such medications are within reach of reality, 
but are given little attention since they conflict with the abstinence standard for those in 
treatment. 

5. New medications on the horizon, including those deriving from genetic research, 
will raise new ethical issues which need prior public discussion. However, so long as 
the present ideological constraints remain in place, they too are likely to have limited 
effectiveness. 

6. A useful path forward would be to abandon the privileging of alcoholism/alcohol 
dependence as the main target for biological research and therapeutic intervention, and 
to turn the formidable talents of biological alcohol researchers loose on developing 
medications aimed specifically at reducing particular physical or psychological harms 
from drinking. 
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SCIENCE, PUBEIC POEICY AND THE AECOHOE 
INDUSTRY 



Key words: Social Aspects Organizations, alcohol industry, prevention, alcohol policy 

Abstract. Alcohol is associated with a wide range of problems with high social and economic costs, and 
drinking has a negative impact on abstainers, moderate drinkers and heavy drinkers. In light of this damage it 
is incumbent that the most effective prevention policies and interventions should be promoted by all private, 
non-govemmental and governmental agencies involved in prevention. In recent years the alcohol industry — 
through the social aspect organizations (SAOs) that they sponsor — has taken an increasingly active role in 
prevention. This paper analyzes their perspectives on alcohol problems, intervention foci and prevention and 
policy initiatives that they support. SAOs support industry self-regulation of alcohol advertising, despite 
countless breaches of advertising codes, and individually oriented information or persuasion prevention 
campaigns found generally to be ineffective. Furthermore, the industry seeks to block other measures, such as 
increased taxation on alcohol, lower legal BAC levels for all drivers, and controls on outlet density, which 
have been shown to be effective in reducing drinking-related harm. It appears that the perspectives of the 
SAOs — and those of their industry sponsors — on prevention are not out-of-line with marketing and 
commercial agendas. It is concluded that to date these activities by the alcohol industries have not furthered 
effective prevention, and may have blocked progress in reducing drinking-related problems. If the alcohol 
industries are to have a role in prevention that is effective and evidence-based, a dramatic change in priorities 
is required along with clear guidelines as to their contribution. 



1 . THE CHALLENGE: REDUCING DRINKING-RELATED PROBLEMS 

New evidence is emerging of the cost and scope of drinking-related problems. Some 
decades ago the popular press did not acknowledge problems related to drink that went 
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much beyond the short list of public drunkenness, alcohol dependence and drinking and 
driving (McKenzie and Giesbrecht, 1981). However, alcohol consumption is associated 
with many acute or traumatic incidents, such as violence, property damage, alcoholic 
poisoning, and chronic conditions linked to alcohol, such as fetal alcohol effects and 
cancers (Corrao et al. 1999; Midanik et ah, 1996). The estimated damage and economic 
impact are substantial (Single et al., 1998; WHO, 1999). Epidemiology, medicine and 
social science research continue to uncover a long litany of alcohol-related troubles, 
which range from chronic or acute troubles of the heaviest consumers to increased risks 
among drinkers whose consumption is considered moderate by most conventions (e.g.. 
Room et al., 1995; US Secretary of Health and Human Services, 1997; World Health 
Organization, 1999; 2001). It has been noted that alcohol accounts “for 3.5% of the 
disability-adjusted life years (DALYs) lost in 1990, more than tobacco at 2.6%”, the 
former taking into account the possible beneficial effects of moderate drinking for some 
consumers (Anderson, 2002a, p. 19, citing Murray and Lopez, 1996). 

There has been an increased awareness of a wide range of problems associated with 
drinking; concurrently the evidence supporting the nature of the link is stronger (with 
regard to violence, see Room and Rossow, 2001; Leonard, 2001). Certain risks 
associated with drinking have dipped closer to the range of consumption of the social 
drinker (Room et al., 1995). Furthermore, some studies note that in the previous year 
most citizens will have experienced some personal disruption, inconvenience or serious 
risks due to the drinking-related behaviour of others, be it public disorder, threats, 
violence, or riding in a car where the driver was not fit to be behind the wheel (e.g., 
Allen et al, 1998). Alcohol-related damage thus also intrudes into the lives of those 
who are not drinkers or drink very little. 

Given the extent of the problems faced in many jurisdictions, and the ongoing 
challenges to generate support for effective prevention initiatives, it would seem, in 
principle, that initiatives to contribute to the amelioration of drinking-related problems 
would be welcomed from a broad spectrum of organizations — including the alcohol 
industry. This paper addresses several questions; Is there a role for the alcohol industry 
in the prevention of drinking-related harm? Will the participation of the alcohol industry 
reduce drinking-related problems? If there is a role, what are some options that would 
enhance effective control and prevention of drinking-related problems? 

As a background, it is relevant first to consider industry marketing and promotion 
strategies, and alcohol policy agenda management activities. It is also important to 
understand the industry perspectives and initiatives with regard to the definition of 
drinking-related problems, views on alcohol policies and prevention, and how these 
prevention initiatives fit with what is know about effectiveness of various interventions. 
The concluding paragraphs consider alternatives to the current scene. 

Several assumptions and caveats are offered at the outset in order to provide a 
context for the remarks that follow. 
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The alcohol industry has a legitimate role with regard to production and distribution 
of its products within the constraints of regional, national and international laws and 
regulations. 

This role is a privilege, not an unfettered right, given that alcohol is a drug and is at 
least equal to tobacco, in terms of the damage and disruption related to its use. 

In order to reduce message confusion to current consumers, abstainers, and policy 
makers, and to avoid confounding the policy-making process, the marketing of alcohol 
should be distinct and separate from the prevention of alcohol problems. 

Although there are many factors that contribute to planning and implementing 
effective prevention, it would seem that the following are especially important; a 
common aim of reducing alcohol-related problems in the population, a sound 
epidemiological basis for assessing problems and the impacts of interventions, a 
willingness to prioritize interventions based on evidence from previous initiatives, and 
an effective organization to ‘deliver’ the intervention. 

The focus of this paper is on prevention efforts by the alcohol industry. Many of the 
comments about the assumptions, foci and strategies of prevention also apply to 
initiatives by government and non-govemment organizations, but that topic is beyond 
the scope of this paper. 



2. INDUSTRY ACTIVITIES 

The alcohol industry' is not monolithic in the details of its agendas, activities or 
policies. However, promotion, distribution and sales to new and loyal customers alike, 
appear to be common high priority goals. The industry has demonstrated a combination 
of inventiveness and persistence on several fronts, including marketing, product 
diversification, industry integration and political connections and lobbying (e.g., 
Jemigan, 2000; Jackson et ah, 2000). While what is culturally tolerated or legally 
allowed varies considerably by jurisdiction, it is possible to see marketing that includes 
T-shirts for toddlers with beer logos (WHO, 2001; Rutherford, 2002), names of alcoholic 
beverage producers on ski lift equipment, alcohol advertising on racing cars and other 
sports equipment, and advertising that appears to associate a beverage or drinking with 
violence, sexual adventures or high school graduation, to mention a few (e.g.. The 
Globe, 2002). The elaboration of beverage labels, types, strength variations, size of 
containers and blending with juices and other non-alcoholic drinks appears to go hand- 
in-hand with the elaboration of marketing and promotion techniques. 

Some sectors of the alcohol industry often justify extensive promotion by citing the 
need to retain market share (Advertising Association, 2000). However, given the large 
sums spent on advertising and promotion (Anderson, 2002a; Jemigan, 2002), it would 
seem that attracting new customers, including youth, retaining loyal customers and 
increasing consumption of the products advertised are equally important if not more 
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basic goals (see Cooke et al., 2002; Gogek, 2003). While the self-regulatory industry 
guidelines (e.g., Beer Institute, n.d.; Distilled Spirits Council of the U.S., n.d.) state that 
youth are not a focus, the symbols, images and methods used by some sectors of the 
industry strongly suggest otherwise (Lieberman and Orlandi, 1987; Jemigan, 2001; 
WHO, 2001; Rutherford, 2002). The ubiquity and diversity of techniques used in the 
promotion of alcoholic beverages in many countries, including the developing world 
(Assunta, 2001-2002; Gunasekera, 2001; Jernigan, 2000; 2001) serve to normalize 
drinking and integrate it into many social activities. In contrast, the current levels of 
counter-advertising appear to be a modest token gesture by comparison (e.g., Saffer, 
2002). 

The alcohol industry has also been politically effective. It has a longstanding 
tradition of political activism at all levels of government. At national levels, it has 
succeeded in blocking some policy initiatives, watering down others, and getting topics 
off the agenda that were contrary to its goals (e.g., Ogbome and Giesbrecht, 1999; 
Greenfield et al., 1999; Rutherford, 2002; Gogek, 2003). At local levels, there are 
examples of the industry seeking to counter restrictions on density of outlets, to expand 
the types of venues that can be licensed, or to resist stronger enforcement of on-premise 
regulation, to mention a few (Mosher, 1999; Anderson, 2002a). In some instances the 
proposed policies that have been blocked would have reduced harm from alcohol 
through higher taxes on alcohol, or curtailed extensive promotion of alcohol in formats 
that are attractive to underage drinkers (e.g. Gogek, 2003). 

However, it is at the international level where the influence of the alcohol industry 
arguably has the most significant negative implications for prevention and harm 
reduction. The industry has made various attempts to thwart the World Health 
Organization’s promotion of effective alcohol controls as laid out in the European 
Alcohol Action Plan (e.g. Rutherford, 2002). Along with other commercially oriented 
forces within the European Union community, the alcohol industry has had a significant 
role in either promoting relaxation of controls on cross-border alcohol trade allowances 
or criticizing alcohol monopoly arrangements and controls on advertising (e.g., 
Grieshaber-Otto and Schacter, 2002; Holder et al., 1995). 

Furthermore, the arrangements pertaining to the General Agreement on Trade in 
Services (GATS) seem to be tailor-made for the expansionist agenda of multi-national 
alcohol industries, offering to provide a broad range of conditions that member countries 
to the World Trade Organization must abide by. Most of them are oriented to 
facilitating rather than controlling alcohol sales, higher density of alcohol outlets, greater 
duty-free cross-border trade, and, by implication, an increase in alcohol-related 
problems, with narrow and few exceptions noted (Grieshaber-Otto and Schacter, 2002). 

The general drift appears to be twofold; toward deregulation of controls and 
increasing normalization of alcohol use. Both are patterns that have been associated with 
increased drinking-related harm (Bruun et al., 1975; Edwards et al., 1994). Thus, on 
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balance, the alcohol industry has been, and continues to be, very successful in 
facilitating and encouraging national and international conditions that are favourable to 
the trade and distribution of its products, and in developing new, exotic and attractive 
products (WHO 2001). It also often plays an effective role in blocking or undermining 
initiatives that counter its trade and marketing agenda (e.g. Hawks, 1992; CSPI, 1996; 
Ogbome and Giesbrecht, 1999), and in doing so contributes to thwarting the more 
effective prevention initiatives (Babor et al., in press). 

3 . EMERGENCE OF SOCIAL ASPECT ORGANIZATIONS 

In recent decades the alcohol industry has increased and expanded its social 
marketing and public relations initiatives, with the sponsorship and development of 
social aspects organizations (SAOs) being a central feature of these changes.” The stated 
goals of these organizations include; delivering better education to young people, 
discouraging drinking and driving, disseminating the sensible drinking idea for those 
who choose to drink; and developing and enhancing mechanisms for providing a level of 
self-regulation of industry marketing practices (Max and Willersdorf, 2001). More 
details can be found on their web pages'" and in other reports (Grant, 1998; Grant and 
Litvak, 1998; ICAP, n.d.-a; Leverton et al., 2000; Anderson, 2002a; 2002b; Rutherford, 
2000). 

Their structure varies but a basic model appears to be that a number of producer 
corporations provide funds, have representatives on the board and oversee the general 
direction of the SAG. The SAOs seek to demonstrate or illustrate ‘socially responsible’ 
use and attitudes to alcohol, promote the exchange of ideas (Grant 2000), collaborate on 
prevention groups and organizations (both government and NGOs), and fund research 
and analysis (Anderson 2002a, McCreanor et al., 2000; Rutherford, 2002). Related 
activities may include providing commentary or critiques of terms, perspectives and 
interventions (e.g., ICAP, 1997a; 1997b). Thus while some SAOs may aim to have an 
‘arms length’ association with their benefactors (see the Society for Alcohol & Social 
Policy Initiative http://education.vsnl.comp/saspi/html ). the prevention activity goals of 
the SAOs are generally in line with those of the alcohol producers who sponsor them. 
Furthermore, the SAOs develop a close working relationship with selected public health 
and research personnel through the development of consensus statements (Hannum, 
1997) and use prestigious names to link to their meetings, events and summary 
statements (Casswell, 2000; Room, 2000; Anderson, 2002b). These strategies serve to 
legitimize their mission and goals in the eyes of policy makers, the public and the 
alcohol producers that sponsor them (Anderson, 2002a; 2002b). 
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4. PERSPECTIVES & ACTIONS 

However, to look at the SAOs in isolation provides an incomplete picture. It is 
worth considering the match between the head office and marketplace activities of their 
sponsors, the alcohol producers, and the activities of the SAOs that these companies 
support. In the following sections I examine industry perspectives with regard to 
promotion of alcohol and drinking, alcohol-related problems, and priorities concerning 
prevention and alcohol policy. Of particular interest is what is emphasized versus what 
is downplayed or ignored. It is noteworthy that these perspectives, summarized below, 
are complementary with an agenda of increasing alcohol sales. Also, these orientations 
likely divert attention from prevention efforts that are most effective in controlling 
alcohol-related problems, especially at the aggregate level (Moser, 2000; Mosher, 2001). 

4. 1 Promotion of Alcohol & Drinking 

While there is variation by jurisdiction, an underlying theme is that the alcohol 
industry maintains that it is a right, not a privilege, to promote and distribute its products 
as extensively as possible. In the United States, for example, almost any debate about 
constraints on alcohol promotion leads to the alcohol, marketing and broadcasting 
industries “wrapping themselves in the flag” by referring to constitutional issues 
(Giesbrecht, 2000). 

The alcohol industry will resist minimum constraints on promotion of their products, 
but nevertheless deny that the billions spent on advertising have any impact in increasing 
sales (see Cooke et al., 2002). The industry uses extensive, varied and expensive 
methods to advertise its products (Advertising Association, 2000; WHO, 2001). In many 
instances there are symbols and imagery that many would consider culturally insensitive 
or offensive (Alaniz and Wilkes, 1998), or that may encourage risk-taking and be 
appealing to persons below the legal drinking age (Grube and Nygaard, 2001). Sectors of 
the alcohol industry sponsor numerous advertisements that are appear to be breaches of 
the codes they ascribe to or are held to by governments (for examples see Rutherford, 
2002; The Globe, 2003, pp. 3-6; Jemigan, 2003). 

In response to criticisms of some of industry advertising practices and as a way of 
avoiding government-imposed regulation, voluntary codes of conduct for advertising are 
proposed and frequently advocated by SAOs (e.g.. The Amsterdam Group, 2001; ICAP, 
2001). The threat of government-imposed regulation may stimulate industry initiatives 
to introduce or upgrade voluntary codes or promote them (ICAP, 2001, p. 8). While 
breach of these codes appear to be common (The Marin Institute, 1999; Federal 
Communications Commission, 1999), the umbrella alcohol trade organizations do not 
seem to have the political power or inclination to react effectively when infractions 
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occur (Anderson 2002b, pp. 11-17). There are statements about number of complaints 
(e.g. The Portman Group, 2002, pp. 26-27) and their outcome. However critical 
evaluation appears not to be undertaken; for example, there is need for a systematic pre- 
post comparison of whether or not the introduction or promotion of self-regulation 
actually had an impact on reducing the total number of breaches. While there may be 
some interest in assessing if the codes actually make a difference in reducing the number 
and type of breaches, a thorough analysis has not been undertaken."'' 

A typical response from SAOs is to defend responsible advertising codes and the 
notion of a self-regulated industry (e.g.. The Amsterdam Group 
www.amsterdamgroup.org/topics/comcom selffeg4.htlm : Portman Group 

www.portman-group.org.uk : also The Globe, 2002). Nevertheless in at least one 
instance a SAG supported document noted, “When self-regulation is shown not to be 
effective, governments should intervene with legislation or regulation” (International 
Center for Alcohol Policies, 2002, p. 2). To date there does not appear to be 
independent assessment of impact of these voluntary codes. Also there is no agreement 
as to what the criteria or threshold should be with regard to “ineffectiveness”. It is 
unlikely that there will soon be industry or SAG consensus on when breaches are 
sufficiently numerous, persistent or blatant to consider self-regulation ineffective. 

4.2 Alcohol-related Problems & Priorities 

There is ongoing debate in the research literature about the underlying causes of 
alcohol problems, and the alcohol industry and the SAGs draw selectively from this 
literature. They note that alcohol-related problems have many causes, but particularly 
draw attention to personal and family factors (e.g., SASPI — 

http://education.vsnl. comp. saspi /). 

A dominant focus is on the individual high-risk drinker and deviant consumer rather 
than the population as a whole. A typical industry perspective divides the drinking 
population into drinkers with problems (assumed to be the minority) and drinkers 
without problems (assumed to be the majority) (ICAP n.d). The same perspective says 
that efforts to prevent or reduce alcohol problems should focus primarily on those who 
are problem drinkers and not inconvenience or bother those - the majority — who drink 
socially, responsibly and in moderation. Thus, the most important underlying causes of 
alcohol problems, according to this view, are not related to the socio-economic 
environment (Anderson, 2002a; 2002b). 

There is also reluctance to accept a population-based strategy or an environmental 
perspective.'' The former may be contrary to the view that most persons drink 
responsibly. The latter would quickly lead to considering the contexts of alcohol sales 
and consumption, such as real price, place of sales, product availability and promotion. 
It would invariably lead to considering the role of the industry in offering greater access 
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to alcohol and the links between increased access and an increase in drinking rates or 
change in drinking patterns and a rise of drinking-related problems. 

There is little reference to the large numbers of moderate drinkers who occasionally 
drink a lot and experience some problems, so that their contribution to the overall 
aggregate number of problems is significant (Edwards et ah, 1994)''“. Furthermore, when 
the industry discusses heavy or problem drinkers, the proportion of alcohol consumed by 
those who drink the most is not central to such deliberations. Studies in Australia 
(Stockwell et ah, 2002), Canada (Greenfield et ah, 1996), and the US (Greenfield and 
Rogers, 1999) estimate that at least half of the alcohol in these societies is consumed in 
high-risk situations. Any effective effort to control drinking-related problems would 
have a significant positive impact (i.e., reduction) on the drinking of heavier consumers, 
and thus a negative impact on sales (Anderson, 2002a). The industry’s vested interests 
in increasing sales combined with views on the causes and nature of alcohol problems - 
views that are promoted by the SAOs — make it highly unlikely that the industry will 
support the most effective interventions. 

The drinking problems labeled in their campaigns and initiatives are high profile 
ones that are currently popular, such as drinking and driving, binge drinking by youth, 
alcohol dependence and fetal alcohol effects (e.g. Century Council, n.d.). The greatest 
attention appears to be devoted to drinking and driving (e.g., Anglin et ah, 2000), likely 
reflecting the extent of the problem, long-standing efforts to curtail it and public 
awareness of the extent and damage caused by drunk driving. While these problems are 
worthy of attention, it is also important to note what topics have a lower profile or are 
not mentioned. For example, alcohol-related cancers are typically not on the alcohol 
industry’s agenda, although there are some exceptions (e.g.. The Amsterdam Group, 
n.d.; The Portman Group, 2002, p. 13). In connection with discussion of binge drinking 
or underage consumption, it is uncommon to see reference to ‘Spring Break’ events for 
US college students — many of these events include a strong industry marketing presence 
and also involve heavy drinking by young adults, many who are underage. One is also 
not likely to find reference to drinking and other drug use or drinking and smoking in 
these documents. 

These problems and associations evidently carry with them the potential for 
tarnishing industry images. In summary, the industry prevention initiatives place an 
emphasis on the individual, high risk and dependent drinkers and the more dramatic and 
high profile problems, such as drinking and driving. Despite the long-standing (e.g., 
Bruun et ah, 1975) and new evidence (e.g. Ramstedt, 2003; Skog, 203) about the 
association between population consumption levels and drinking-related problems, this 
association is either dismissed or downplayed in industry-sponsored documents. 



4.3 Alcohol Policy & Prevention 

It is in the prevention arena where the alcohol industry, mainly through the SAOs, 
but also on a corporate basis, is particularly active. The strategies that are supported 
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include promotion of counter-messages and law enforcement; however, a significant 
share of resources appears to be devoted to education and information campaigns, often 
in collaboration with police forces, liquor boards and others (Giesbrecht and MacKenzie, 
2000).''" The support for prevention also includes direct funding of media and 
information campaigns - which typically contain the company logo or name — and 
partial funding of groups that are involved in prevention activities, and sponsorship of 
research. 

The education and information campaigns that the industry supports are not those 
that advocate for stronger and more effective control policies, but those that focus on 
personal decisions about drinking, including admonitions about the responsible use of 
alcohol (Burrows, 1990). These initiatives may encourage a more cautious approach to 
drinking or increased awareness about the risks of drinking. Some have the potential to 
inform users about risks of drinking or performing certain tasks, such as driving a motor 
vehicle, while under the influence of alcohol. They may raise public awareness, promote 
concern about certain alcohol-related problems, and even generate interest in 
community-based action. 

However, relatively few of the industry-supported educational campaigns are 
evaluated so that continued support of many of them seems to be based on good 
intentions, optimism or logo promotion, rather than empirical evidence of their role in 
harm reduction.''"' In general, evaluation of these types of informational programs, such 
as school-based campaigns, suggests that their impact in the desired direction is 
minimal, uncommon, equivocal and transitory (e.g., Foxcroft et al., 1997; 2003). 
Whether the industry-funded programs actually achieve their goals and reduce drinking- 
related problems is difficult to determine, since they are rarely, if ever, subjected to 
independent evaluation. Furthermore, while the industry through SAOs is involved in 
many prevention programs, the resources devoted to them are likely a fraction of the 
amount spent on alcohol advertising, promotion and lobbying (see Mosher, 2001), not 
to mention related promotional activities supporting its corporations, agenda and 
products. 

While the list of prevention activities the industry or SAOs are involved in is 
extensive, there are other noteworthy prevention options that they avoid, criticize or 
block. For example a document on harm reduction and alcohol policies, lists the 
following areas considered to show promise; alcohol education, responsible serving of 
alcohol, measures aimed at ensuring quality control in the production of alcohol, 
reducing risks associated with intoxication, controlled drinking programs, and alternative 
transportation programs (International Center for Alcohol Policies, n.d.-c). It is 
noteworthy that a number of societal level interventions, that have been shown to reduce 
harm, are not mentioned - for example, alcohol taxation policies, controls on outlet 
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density, minimum drinking age, and lower legal BAG levels, to mention a few (e.g. 
Edwards et al., 1994; Babor et al., in press). 

Policies supported by SAOs are likely to be those that either do not impede or indeed 
support the industry’s commercial agenda. Those opposed by SAOs are those that will 
strain commercial and marketing activities, but it turns out that a number of the more 
effective interventions are those that reduce harm through curtailing access to alcohol 
and reducing drinking rates (Babor et al., in press). 

The alcohol industry is typically opposed to any policy that will restrict the 
promotion of alcohol (Burrows, 1990; Alexander, 1995). In general, policies that control 
access through pricing and taxation, effective management of retail outlets, controls on 
density of outlets, and aggressive marketing and advertising are not considered 
appropriate (Anderson, 2002a; 2002b, pp. 12-15). Indeed, there are numerous examples 
of where the industry has sought to block the passage of such policies, or compromise 
their potential impact (Greenfield et al., 1999; Ogbome and Giesbrecht, 1999; 
Giesbrecht, 2000; Mosher, 2001; Rutherford, 2002). 

In specific arenas the industry also opposes other types of regulation, such as 
lowering the official blood alcohol concentration (BAC) for drinking and driving. The 
view by the industry and other organizations is that a lower legal BAC will have little 
positive impact, although a review of international studies (Mann et al., 2001) has shown 
that a lower BAC has potential to reduce deaths associated with drinking and driving. 
The industry argues instead that more attention needs to be directed at the chronic 
drinking-driver (see The Century Council www.centurycouncil.org) rather than to 
support environmentally based measures that can prevent drinking and driving from 
occurring in the first place. 

Another example is in the taxation arena. The industry organizes or supports various 
efforts to block an increase in taxes and roll-back taxation legislation once implemented 
(e.g. Greenfield et al., 1999; Ogbome and Giesbrecht, 1999), despite the extensive 
evidence that higher prices through taxes control consumption and drinking-related 
harm, such as liver cirrhosis deaths, drinking and driving crashes, heavy drinking among 
youth and violence (Cook, 1981; Chaloupka, 1993; Osterberg, 1995; Godfrey, 1997). 

There are attempts to counter the research that has demonstrated a positive 
association between alcohol policies, per capita consumption and drinking-related 
damage (The Amsterdam Group, 2001; Anderson, 2002a). In general, industry 
perspectives on policy contradict the extensive international research demonstrating that 
a number of these controls will reduce drinking-related harm (e.g. Bruun et al., 1975; 
Moore and Gerstein, 1981; Moskowitz, 1989; Edwards et al., 1994; Holder and 
Edwards, 1995; Babor et al, in press; Giesbrecht and Greenfield, in press). 

To summarize, the alcohol industry and SAOs are interested in prevention and they 
are interested in prevention of alcohol-related problems that deserve attention. However, 
the identification of the focus population, definition of the problem and prevention 
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agendas favoured, insure that these activities will not compromise commercial agenda. 
Furthermore, such interventions may detract from considering the more effective 
interventions, including control or environmentally based strategies (e.g., Babor et al., in 
press). 



5. INTERPRETATIONS 

At the outset three questions were posed, and summary responses to them are 
provided in the following paragraphs. 

5. 1 The Alcohol Industry and Prevention 

Is there a role for the alcohol industry in the prevention of alcohol-related harm? 
The primary legitimate function of the alcohol industry is to produce and sell its 
products. Public health advocates may be opposed to extensive efforts on the part of the 
industry to establish strong footholds in developing countries, but the industry thus far 
seems to have many national laws and major international trade agreements on its side. 
The SAOs offer a number of functions that are not contrary to these activities. Their 
unique value for the industry is to demonstrate to the policy makers and others interested 
in the alcohol arena, that SAOs are interested in dialogue and partnership on prevention. 
They also seek to influence perceptions of alcohol, the alcohol industry and prevention 
options. To the extent that these initiatives are successful they also potentially detract 
from closer analysis of the main agenda of the industry, and consideration of prevention 
options with the greatest potential. 

The evidence is not convincing that the alcohol industry has a role in the prevention 
of drinking-related harm. There are several developments that point to this conclusion. 
The prevention activities of the SAOs include the social marketing of the alcohol 
producers, and their views, in the guise of prevention. Through the agendas that the 
SAOs promote and the nature of their involvement there is a blurring the distinction 
between marketing of alcohol and the prevention of drinking-related problems. In some 
cases prevention workers are dependent on the industry for funds, which creates a 
substantial imbalance given the political power and financial resources of the alcohol 
production industry. This makes it unlikely that those so sponsored will actively promote 
those interventions that their sponsors are opposed to. Finally, by seeking to block the 
more effective prevention measures, the activities by the alcohol industry and SAOs may 
not constitute a net gain for prevention. 

The business of the alcohol industry is to produce and market alcohol. This should 
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be their main function. It is not likely that in the foreseeable future the industry will 
sponsor or support prevention efforts that will curtail its marketing potential and 
distribution arrangements. However, it is highly unlikely that significant progress will 
be made in the prevention at important aggregate national or international levels without 
some constraint on marketing and distribution. Initiatives in the prevention arena 
undertaken by the industry, or sponsored by them, are compromised, confounded or 
influenced by their over-riding commercial and marketing goals. 

Therefore, in the interests of public health and safety one can question whether the 
alcohol industry should be in the alcohol problem prevention business. 

5.2 Industry Participation and Reduction of Drinking-Related Problems 

Will industry participation in prevention activities contribute to reducing drinking- 
related problems? The alcohol industry’s interest in prevention, as demonstrated by 
SAG activities, is overshadowed by other agenda, noted above, and therefore 
compromised. These initiatives divert attention and resources from the most effective 
strategies. They cloud a clear observation of the industry’s marketing and distribution 
practices and compromise the potential of prevention partners to take a stand on policy 
agenda. Currently the alcohol industry devotes a very small share of its potential 
resources to prevention. However, this contribution appears to go a long way in framing 
alcohol problems and setting prevention agendas, including offering alternatives to 
controls and government regulations, and promoting a corporate image of caring about 
high-risk drinkers and certain alcohol-related problems. The industry is involved in 
prevention primarily on its own terms. 

To date it appears that the industry’s involvement in prevention provides, at best, 
mixed results. As noted above, it tends to favour the less effective programs, such as 
information dissemination and persuasion techniques. Also, independent or ‘arms- 
length’ evaluation of their prevention activities is uncommon. This leads to unevaluated 
initiatives being promoted. More effective policies may be blocked or discredited 
because they are perceived as running counter to industry retailing and marketing 
agendas. 

5.3 Options for the Alcohol Industry in the Prevention Arena 

If there is a role, what options are there with regard to the alcohol industry and 
prevention agendas? Several are outlined below, which are not necessarily mutually 
exclusive. “ 

The first is having those local or national groups that receive funds from the 
industry develop clear and firm guidelines of the conditions for the arrangement, in the 
hope that their efforts are not compromised or image tarnished, and that this does not 
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confound their ability to work with other prevention groups in the future (Mosher 2001). 

A second is that the industry agrees to contribute to prevention through supporting 
taxation levels that at a minimum keep pace with cost of living indices so that alcohol 
does not become a bargain relative to other goods and services. This contribution would 
be a small step in the right direction, considering the burden to social, health, welfare 
and law enforcement services related to drinking. 

A third option is finding a way of dealing with alcohol marketing and advertising. 
Currently there seems to be a large gap in some western countries, such as Canada and 
the United States, between government regulations and guidelines and industry 
practices. Self-regulatory arrangements have not made significant strides in closing this 
gap (Cooke et ah, 2002; WHO, 2001; Anderson, 2002a). The industries involved in the 
sponsoring, production, advertising and promotion of alcohol need to come together with 
government, research and public health groups. The two sides need to agree upon 
standards for advertising, including not promoting alcohol to under-age youth, how these 
standards are operationalized and enforced, and swift, sure and effective responses to 
breaches. In turn, public health advocates need to acknowledge positive and negative 
developments when it comes to this question - for example, when standards are met, if 
there is improvement over time, and when there are breaches. This arrangement should 
be monitored on an annual basis and subsequent improvements made in the protocol to 
insure a more effective procedure. If the industry were prepared to enter into this type of 
arrangement, which includes powers of monitoring and enforcement, this would be a 
significant step toward countering the current situation where there is discontinuity 
between words and deeds when it comes to self-regulation and alcohol advertising. 

A fourth option is that the industry agrees to participate in ‘arms length’ committees 
or groups that provide advice on alcohol issues but are not dominated by representatives 
from the alcohol industry (Babor et ah, 1996; Babor, 2000; Giesbrecht, 2000). These 
committees should have diverse composition, including representatives from the major 
players who have a role in minimizing the risks of drinking for individuals, communities 
and wider jurisdictions. These groups should include representatives from public health 
and safety sectors, citizen non-govemment groups, retailers and producers, government 
representatives and researchers. The alcohol industry would have representation on this 
type of group, but not constitute the majority. While it is beyond the scope of this paper 
to define this type of group in more detail, one option would be that a national group 
might be an advisor to government on high priorities in research and prevention — based 
on the most pressing drinking-related problems and evidence of the prevention initiatives 
known to have a strong positive track record (e.g. Babor et ah, in press). Decisions or 
recommendations made by this type of group should be made by the majority and not by 
consensus, the latter giving any one participant veto power (Room, 2000). A group 
might be established on a trial basis and its experiences and progress assessed after a two 
to three year period. 
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These options are neither prohibitionist nor draconian; they do not prevent the 
industry from producing or marketing its products, but at the same time they offer a 
fairer and more responsible multi-sectorial planning on alcohol issues than currently 
exists. There is considerable public ambivalence about the alcohol industry This sense 
of unease about its goals in prevention arena will increase if the industry continues to 
focus on social marketing of prevention, primarily through the SAOs, which appear to be 
have thinly disguised roles of protecting and enhancing commercial agenda of their 
sponsors. 

5.4 Setting priorities 

Alcohol is involved in a wide range of problems that affect both drinkers and 
abstainers and impose a tremendous social and economic burden. In recent years, 
consumption levels seem to be rising in some countriesxi, and this could very likely give 
rise to a heavier burden of drinking-related harm (e.g., Ramstedt, 2003; Skog, 2003; 
Holder, 2003). In face of current and future drinking-related problems, governments and 
non-govemment agencies need to work together to plan, support and promote the most 
effective interventions and policies. While this paper has focused on the alcohol 
industry and the SAOs that it sponsors, it is incumbent upon regional, national and 
international groups to allocate their prevention resources to those interventions with the 
best track record and greatest potential to achieve widespread harm reduction. However, 
those policies and prevention efforts currently favoured by the alcohol industry typically 
do not meet these criteria. 

The alcohol industry is therefore encouraged to facilitate the development of policies 
and practices that indicate changes in orientation and priority. Willingness to pursue the 
types of options noted above, and to allow for an assessment of their impact, will signal 
a welcome change in perspective. Another positive step would be a decline and eventual 
phasing out of efforts on the part of the industry to block or undermine the passage or 
implementation of the most effective interventions. A further step would involve the 
phasing out of industry sponsorship of prevention initiatives that have shown to be 
ineffective. Finally, it is hoped that in the near future the alcohol industry will focus its 
support for those policies and prevention initiatives that have the greatest potential in 
reducing the social and individual harm related to alcohol consumption. 
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NOTES 

' The singular ‘alcohol industry’ is used to designate a eolleetion of industries. There are differences in the 
orientation of the producers, suppliers, wholesalers and retailers on many of the issues noted above. 
However, since it is the producers who tend to sponsor the social aspects organizations, in this paper 
‘alcohol industry’ refers primarily to alcohol producers. 

“ According to Max and Willersdorf (2001) there is a long history of alcohol industry involvement in alcohol 
education and social policy. They note “in the late 1980s a number of major international drinks 
companies began to take a broader look at the way the alcohol industry responded to alcohol issues” (p. 
278). They indicate that there were four such groups in 1989 and over 30 by 2001. 

For example, see the following: The Amsterdam Group www.amsterdamgroup.org ; The Century Council 
WWW . centur ycounc i 1 . or g ; the International Center for Alcohol Policies www.icap.org ; The Portman Group 
www.portman-group.org ; Society for Alcohol & Social Policy Initiative http;//education.vsnl.comp/saspi/ ; 
Taiwan Beverage Alcohol Form www.tbaf.org.tw . 

In response to a question about whether there is a consensus about advertising self-regulation, the following 
is noted: “In the absence of a systemic review of beverage alcohol self-regulation, it is difficult to say 
unequivocally that all systems work. However, in Europe, North America, and Australia where self- 
regulation is practiced most, the industry has shown that they can be quick to respond to complaints and are 
more willing participants in the process” (International Center for Alcohol Policies, n.d.-b). 

For example, in a recent report it was noted: “Evidence suggests that the prevalence of alcohol-related 
problems is not directly related to the average per capita consumption, but rather to problematic patterns of 
drinking. TAG therefore strongly advocates further development of pragmatic policies directed to the 
promotion of responsible drinking patterns as well as to the reduction of the harm done by alcohol abuse” 
(The Amsterdam Group, 2001). 

An exception is found in a recent report by the International Center for Alcohol Policies (2003) in which, 
quoting a report on the workplace, it noted: “According to a report by the ILO, ‘simply because their 
numbers are [high], moderate and occasional drinkers account for the largest proportion of alcohol-related 
problems in the workplace.’” (ILO, 2003). 

For example, it is noted that “Education as the best form of prevention”. “TPG [The Portman Group] 
believes that greater emphasis should be placed on preventing alcohol misuse through the dissemination of 
accurate and balanced information about alcohol. (The Portman Group, 2002, pp. 7-8). 

Houghton (1998) provides a comparison of alcohol education programs sponsored by the alcoholic beverage 
industry in 1984 and 1996 and notes that while independent evaluation of these programs is being taken 
more seriously, there is still room for improvement. 

See also guidelines proposed for public health and scientific bodies by Babor (2000). 

In the 1999 Ontario survey almost no one was willing to sue the alcohol companies, either for disease or 
accidents (more than 80% disagreed for both (Anglin et al., 2003) Yet in the 2003 survey, the majority of 
the total sample (64%) opposed industry self-regulation of alcohol advertising (Anglin et al., manuscript). 
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These sets of responses imply some ambivalence: i.e., not wishing to legally ‘punish’ the industry for 
certain drinking-related problems, but also not trusting it to undertake alcohol marketing in a responsible 
way. 

The rate of sales in Canada increased from 7.18 litres of absolute alcohol per capita (aged 15+) in 1996 to 
7.99 in 2000. 
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Abstract. Alcohol is not only an ordinary but the most easily available consumer commodity in 
Switzerland. The re-emergence of liberalism has led to the abolishment of many laws restricting alcohol 
availability. The globalization of the markets has significantly lowered the price of imported spirits and 
increased hard liquor consumption particularly among young people. In the minimally interventionist 
state the options for alcohol policy are restricted to information dissemination, educating the youth and to 
harm minimization without cutting down alcohol consumption. Alcohol policy should be judged by its 
impact in reducing alcohol problems. But the evidence is that those policy options that address economic 
and physical availability of alcoholic products are effective in reducing alcohol problems, whereas those 
policy options that address the responsibility of the individual and which privileged by neo-liberalism are 
largely ineffective. The Swiss Alcohol policy is neither a “model” nor a “Sonderfall” but simply a 
paradigm for the changing concern about the adverse consequences of drinking in times of neo- 
liberalism. 



SWITZERLAND A “SONDERFALL” 

The Swiss people have a special relationship to the term “Sonderfall” (particular 
case). And indeed, they only joined the United Nations in spring 2002, after long 
years of discussion. The Swiss think that Switzerland is the oldest democracy 
(which is not true), that they have the best cheese, the best chocolate and the best 
watches, and already small children are told that we are a rich nation, not because of 
the banking secret, but because the Swiss are so industrious. In one aspect, however, 
Switzerland may be considered as a “Sonderfall”: namely its political system of 
plebiscite democracy, characterized by an extraordinarily stable democratic 
concordance or amicable consent. The instrument of popular initiative and, above 
all, the threat of the referendum by associations and interest groups necessitate 
constantly working out political compromises on all levels. Equally characteristic 
are the large number of honorary federal advisory committees and the presence of an 
almost unchanging all party government since 1959 (Klingemann 1989). 

THE ORIGINS OF THE SWISS ALCOHOL POLICY 

The Alcohol Legislation in Switzerland is a typical outcome of this culture of 
amicable consent: The basic legislation on the production, trade and consumption of 
alcoholic beverages in the Swiss Confederation was established at the end of the 
19th century, under the pressure of strong abstinent and temperance movements and 
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to face the flood of cheap potato and beet spirits. In 1887, the Swiss people voted to 
accept the first Federal Alcohol Legislation. Basically, all interest groups involved 
in the legislation process gained somehow: a State monopoly was installed, but for 
distilled spirits only; the interests of wine growers remained untouched. 90 percent 
of the net profit of Swiss Alcohol Board are attributed to the Federal Old Age and 
the Federal Disability Insurance. The cantons receive 10 Percent (alcohol tithe). This 
money is to be used for combating the causes and effects of alcoholism and drug 
abuse. For the fiscal year 2000/01 this amounted the considerable sum of 16 million 
US Dollars. An unusual feature of the Swiss alcohol laws is the positive promotion 
of alternative means of using raw materials of distillation: e.g. promoting the sale of 
fruit and potatoes for direct consumption. It is particularly noteworthy that the 
public health goals set up by the Alcohol Board are expressly anchored in the 
Federal Constitution (Cahannes, Muller 1981). 

The law on alcohol has been amended several times since 1887. The principal 
modification was the enlargement of the Monopoly to include fruit and wine 
distillation (1932). But the acceptance of this modification had to be reached by 
concessions which resulted in vested rights for the peasantry. Home distillers who 
distill from their own orchard or vineyards or from gathered wild products are 
exempted from the law. 

All attempts, however; to build up a Swiss alcohol policy which includes all 
alcoholic drinks were doomed to failure. Wine is still not taxed (except VAT) and as 
beer is concerned only very moderate tax is levied although these two products 
constitute about 80% of the total alcohol consumed in Switzerland today. In 1966, 
the electorate rejected by a large majority a national initiative demanding a more 
effective fight against alcoholism by taxing all alcoholic beverages according to 
their alcohol content. And recently a parliamentarian initiative to tax wine was 
rejected by the parliament. Two initiatives who advocated a total prohibition of 
publicity for alcoholic beverages and tobacco were rejected by the electorate and the 
cantons by large majorities. 

It has to be added that not only the Confederation but also the 26 cantons enacted 
laws to control drinking. The Federal Constitution allows the cantons to restrict the 
freedom of trade granted to pubs and restaurants and also allow them to regulate the 
density of pubs and outlets according to the estimated demand. 

In the last ten years, however, the Swiss alcohol policy changed profoundly. This 
change has to be seen against the background of the following tendencies: 

• A new drift to self-responsibility ideologies 

• The renaissance of the minimally interventionist state 

• The liberalization of the Swiss alcohol policy in a globalized market 

• Changing the paradigm: From lowering the mean consumption to reducing 
binge drinking 

NEW DRIFT TO SELF-RESPONSIBILITY IDEOLOGIES 

Let’s have a brief look into history. The history of alcoholism is closely linked with 
that of madness. In neither the archaic community of prehistoric times nor the 
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clerical society of the Middle Ages was the individual self-determined, but rather 
part of a God-ordained order. Neither madness nor alcoholism were therefore 
associated with self-responsibility. It was not until the burgeoning liberalism in the 
18th-century with its concept of the independent individual that the precondition 
was created for blame to be assigned. Alcohol becomes the source of evil and 
anyone drinking excessively becomes a villain. "Drunkenness is a vice, not a 
disease" is the title of a widely circulated pamphlet in the USA in the 19th century. 
Socialist ideas in the 20th century give the individual a fundamentally new 
orientation. Everyone is rooted in their physical and sociopolitical environment and 
their own responsibility is limited accordingly. Alcoholism is increasingly defined 
as a disease and hence not associated with blame. At the same time the alcoholism 
of poverty is changing to the alcoholism of affluence. 

With the revival of neo-liberal ideas at the end of the 20th century, a decisive 
change is again taking place: self-responsibility is the currency of the neo-liberal 
state. Everyone must bear responsibility for their behavior, and the costs resulting 
from their actions. The principle of joint liability for the costs of treatment is called 
into question. Self-responsibility ideologies are being revived and the disease status 
of addiction is increasingly being denied. Thus, in Switzerland, alcoholism only 
merits benefits from disability insurance funds if a mental illness or a physical or 
intellectual impairment is present. 

The blind belief that market forces, the invisible hand can solve all problems and 
that the related primacy of the economy in all areas of life has also led to an 
economisation of the health care system and an immense pressure in terms of costs 
and reorganization on the whole rehabilitation system. Current as well as former 
addicts are also increasingly discriminated in the labour market; in this way 
discrimination reinforces dependency and perpetuates the course of addiction. 
Economic recession further strengthens the process of social discrimination and also 
encourages the attribution of guilt. This means that addicts are discriminated against 
twice, first in the world of work and secondly in insurance practice. Being employed 
is thus of crucial importance for the addict’s recovery process. It is widely 
documented that the unemployed relapse more frequently, whereas employment 
increases the probability of the normal completion of therapy. 

THE RENAISSANCE OF THE MINIMALLY INTERVENTIONIST STATE AND 
THE "NEW" ALCOHOL POLICY 

The decline of the social welfare state, at the end of the 20th century, and the 
renaissance of the minimally interventionist state with its new drift towards self- 
responsibility ideologies, combined with the globalization of the markets and the 
abolition of trade barriers are also embodied in the Swiss policy on alcohol: alcohol 
has become a consumer good like any other. A large number of the laws which were 
passed as long ago as in the last century, limiting the availability of and access to 
alcoholic beverages as well as their marketing have also been abolished and, under 
the pressure of the WTO treaty, the taxes for imported spirits have been decreased 
substantially. In so doing the toxic and dependency-engendering properties as well 
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as the socially destructive potential of ethanol are dismissed with the argument that 
individuals are responsible for themselves and, in any case, moderate alcohol 
consumption is healthy. 

THE LIBERALISATION OF THE SWISS ALCOHOL POLICY 

The liberalization of the Swiss policy on alcohol is embodied at both Federal and 
cantonal level. 

1. The so-called «demand clause», which provided for a specific ratio of number 
of inhabitants to number of pubs before a license could be issued for a pub, has 
been abolished in all cantons but one. 

2. The special training which a bar owner previously required has also been 
abolished in many cantons. 

3. The liberalization of planning regulations allows bars to be opened everywhere. 
Practically anyone can open a bar anywhere. As a result the density of outlets 
selling alcohol in Switzerland has increased, despite the increasing competition. 

4. The opening times for pubs have been liberalized in many cantons. In the 
Canton of Basel City, for example, the all-hours opening of bars has resulted in 
a significant increase in alcohol-related accidents. 

5. The alcohol law, which governs the spirits market, has been liberalized. 
Regulations, for example, whereby spirits had to be sold separately from other 
alcoholic drinks in shops, have been revoked. 

6. The lifting of the ban on advertising for alcoholic drinks in the electronic media 
is currently under discussion and will probably be abolished. The senate has 
already adopted a liberalization of the existing law, although there is no large 
scale domestic spirit and wine industry and only foreign producers will be able 
to afford expensive television spots. 

7. The importation of wine has also been largely liberalized so that prices will fall 
in the medium term. 

8. Probably the most important change in the area of alcohol policy is the 
introduction of the uniform tax rate for local and imported spirits of 1st July 
1999. (The uniform taxation of local and imported spirits is a requirement that 
has resulted from Switzerland’s signature of the WTO agreement). Although the 
Public Health Lobby has demanded a consumption-neutral uniform tax rate, the 
government, under pressure from parliament, has largely acquiesced to the 
demands of the spirits industry. The tax reform led to also to increased 
competition among importers, and therefore had an indirect effect on reducing 
former high profit margins of importers. As a consequence of the tax reform, 
the retail prices for imported spirits resulted in a 30-50% decrease. The prices of 
local products remained more or less constant, as the slight increase in tax on 
these products were compensated by a reduction in profit margins. The tax 
reform didn’t change the prices for beer and wine. The consequences of the 
change in the price of spirits on purchasing behavior, consumption and public 
health has been investigated in a concomitant large-scale evaluation study. The 
findings demonstrate that younger people are more affected by price than older 




Swiss Alcohol Policy - “Model” or “Sonderfall” 1 89 

persons and that price should he considered an effective policy to reduce 
alcohol misuse and alcohol-related problems, especially among the younger 
population (Kuo et al. 2003). 

CHANGING THE PARADIGM: FROM LOWERING THE MEAN 
CONSUMPTION TO REDUCING BINGE DRINKING 

Since the work of Lederman and since the edition of the famous purple hook (Bruun 
et al. 1975), lowering the mean consumption was considered as kind of panacea to 
solve all emerging drinking problems. But research demonstrates that the total 
number of moderate drinkers report more problems than the total number of 
hazardous drinkers, binge drinkers report more problems than non-binge drinkers, 
and that there is a high proportion of binge drinkers which are moderate drinkers 
compared to hazardous drinkers. 

These findings imply that prevention efforts should be targeted to lowering 
heavier drinking occasions rather than aiming these strategies towards decreasing 
overall consumption in a population. A focus on overall consumption can be 
misleading as it presupposes a “smoothing out” of drinking episodes that may 
ultimately disguise problematic patterns leading to greater probability of problems 
(Midanik 2001,p. 511). 

The change of the paradigm from lowering mean consumption to dealing with 
binge drinking has to be seen against the background of a change in the societal 
value system which fosters binge drinking particularly among younger persons. We 
are moving towards a more hedonistic society where health no longer is a value for 
itself: Instant culture and instant pleasure are the devise; adventure and event 
orientation prevail; one has to be fit for fun, a new taste of morbidity emerges, fat is 
beautiful, abject art is in. It’s against this background that the growing trend of binge 
drinking among youngsters has to be seen. This change in the value system is a real 
challenge for prevention. 

The standpoint that patterns of drinking are the best predictor of whether an 
individual will experience positive or negative consequences of alcohol 
consumption is gratefully adopted by the drinks industry claiming that “policy 
makers should shift their focus to the elimination of negative drinking patterns and 
the promotion of beneficial pattern of drinking” (International Center for Alcohol 
policies). This standpoint fails as alcohol related harm in a society is determined by 
how alcohol is drunk, as well as by the volume of alcohol consumption. 

It’s not a mere coincidence that the Swiss drinks industry recognizes only 
recently some responsibility and tries to launch a campaign to stop binge drinking 
among youngsters. Whether a dialogue with the industry should be accepted or not 
is also discussed hotly in Switzerland. Indeed, dialogue does not necessarily mean 
seduction or bribery (El-Guebaly 2001), but beverage alcohol industry misrepresents 
constantly the base for effective policy to reduce alcohol problems. 



ALCOHOL POLICY OPTIONS IN THE MINIMALLY INTERVENTIONIST 

STATE 
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The crucial question that faces proponents of alcohol and health policy when 
confronted with a state that increasingly confines its role to guaranteeing peace and 
security and avoids interfering in the choices of citizens is: "What are the remaining 
options for a health-oriented alcohol policy in the minimally interventionist state?" 
Three options specifically are compatible with the ideology of unconfined 
individualism: 

1 . protection of youth 

2. informing citizens 

3. harm reduction, without necessarily cutting down alcohol consumption. 
Protection of youth 

Even in the world view of John Stuart Mill, the state has the obligation to protect 
citizens from themselves if their independence of action is limited. "The young" in 
bourgeois society are not only a preservation area but also a protected area. To grant 
young people as it were the "benefits of prevention" is compatible even with 
archliberal ideas. It is against this background that the measures adopted by the 
Federal Alcohol Board should be seen, which had practically banned in 1997 the 
alcoholic mixed drinks (alcopops) from the market. The Swiss Alcohol Board, 
which has effective statutory powers, decided that Alco pops should be subjected to 
alcohol law and so taxed. This also had the following effects: 

• they cannot be sold to anyone under the age of 18; 

• advertising alcopops is restricted - there can be no advertisement at sporting 
events or on public buildings, nor may they portray people; 

• a retail or wholesale permit is needed for the sale of alcopops: and 

• a license is required for production. 

The tax on imported alcopops made them so unattractively expensive that it was no 
longer worth bringing them into Switzerland. At the same time, the various 
restrictions mentioned have brought domestic production to a virtual standstill. 

This practical ban, however, was annihilated by the tax cut in 1999. Imported 
products such as whisky, gin, vodka, or rum, which are especially popular with 
young people, became cheaper. In the following not only the consumption of 
distilled spirits rose sharply but also the import of a new generation of alcopops 
reemerged. In the years 2001 to 2002 the sales of alcopops drinks have been twenty 
folded and the consumption of premixed alcoholic drinks by youngsters became a 
major public issue for concern. Despite considerable efforts undertaken by the 
Federal Alcohol Board together with SIPA to reinforce the minimal purchasing age, 
a considerable part of alcopops are consumed by underaged people (Schmid 2003). 

The commercial success to the two leading premixed alcoholic drinks (Smirnoff 
Ice and Bacardi Breezer) stems from extending the brand’s core values from the 
adults spirit markets to give the younger drinkers seeking a more mature image. It 
also introduces the young drinkers to the spirit market in the hope that brand loyalty 
will ensure as consumers graduate from premix drinks (Jackson et al. 2000). The 
restrictions in advertisement were bypassed by marketing methods relying on subtle 
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cultural codes rather than aggressive promotion. The introduction of production with 
particular appeal to underage consumers and increasing drinking in this age group 
has led the Swiss Alcohol Control Board to demand a special tax on alcopops 
referring to the experiences with taxation of premixed drinks in France. Not 
surprisingly, the drinks industry is fighting against such a taxation arguing that this 
would be in contradiction to the WTO treaties. 



Informing citizens 

In contrast to the experience with prevention, which shows that being informed 
about the consequences of an action is a necessary but by no means sufficient 
condition for a rational decision, market transparency and the awareness of the 
consequences of an action are sufficient preconditions for the self-responsible 
individual in the neo-liberal state to behave appropriately regarding health matters. 
Information therefore also features highly in the minimally interventionist state. 
Thus, for the first time in the history of the country, the Swiss government has made 
considerable funds available for information campaigns on the subject of alcohol. 
This campaign targets under the slogan “Handle with care” young binge drinkers in 
particular. The evaluation of the campaign, not surprisingly does hardly 
demonstrates any effect on drinking behavior. 

“Responsible drinking can be learned just as responsible driving” is a key issue 
of the liberal state and adopted as well by the drinks industry. Which - not only in 
Switzerland but all over the world - supports such campaigns as well as educational 
programs not pointing out the dangers of drinking but focusing on a number of life 
skills such as communication skills and decision-making skills without applying 
these skills in situations which involve drinking. Overall, there is very little evidence 
that informational and educational campaigns have an impact in reducing the harm 
done by alcohol. This is not surprising since all these campaigns and educational 
efforts have to compete with pro-alcohol messages in social reality and with the 
universal availability of alcoholic drinks. The steady flow of images in the media 
representing alcohol consumption as a harmless and a sociability fostering activity is 
shaping the drinking behavior as a desirable act. 



Harm reduction 

Minimizing the harm is an attempt to present a pragmatic view of the effectiveness 
of key strategies designed to achieve a significant reduction in levels of alcohol 
problems without necessarily cutting down the consumption. Or as Buning (1993) 
states: “If a person is not willing to give up his or her drug use, we would assist 
them in reducing harm to himself or herself and others“. Harm reduction strategies 
have proven to be effective in the drug field although the polemic about harm 
minimization is still ongoing. In the alcohol field the message in harm minimization 
approaches is simply: “avoid problems when you drink” (Plant et al. 1997, p. 7). 
This message fits perfectly the ideology of the minimal interventionist state and 
serves finally the interests of the drink industry. This fact, however, is not an 
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argument for disregarding the harm minimizing approach. Unfortunately, there has 
been very little research to test harm reduction programs like designated driver 
campaigns and only little evidence is available about the effectiveness of server 
training programs. But any way, by abolishing laws, as for instance the mandatory 
training for bar and pub owners in most cantons in Switzerland, server training and 
responsible beverage service training are difficult to introduce and laws that require 
servers to refuse serving alcohol to intoxicated patrons are not easy to enforce. 

At least one success of Swiss Alcohol policy in recent years has to be reported: 
After many years of discussion and against the harsh opposition of the drinks 
industry the Swiss parliament finally fixed a BAC limit of 0.5 per mille and adopted 
random breath testing by law in spring 2003. Enforcement and public awareness 
seem to be keys to the success of random breath testing. The future will demonstrate 
to what degree the cantons are willing to implement enforcement and sobriety 
checkpoints. 
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